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Welch & Powers’ The Essence of Surgery—A New 8ook'! 


Here is a most unusual delineation of the funda- ized techniques concealing the basic framework— 
mental concepts of Surgery. This volume largely and succeeds in exposing those universally useful 


brushes away the innumerable accretions of special- principles of surgery that do not change. 


See SAUNDERS Advertisement on next two pages 
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new concepts, methods and 


Levine’s Clinical Heart Disease 


New (5th) Edition—Practical management for a wide range of cardiac problems 


You'll find here the latest facts you want on heart 
disease—its cause, diagnosis, treatment and prognosis. 
Dr. Levine writes in a straightforward manner for 
medical men everywhere who see heart cases. He 
gives the simple, clinical bedside methods that have 
proved most effective for him. 


The author presents each disease individually. He 
gives you the complete symptomatology. He details 
precisely the methods of examination and their tech- 
nique. He tells which one to use and what it reveals. 
Without minimizing the electrocardiograph or other 
lab aids, he shows how far the unaided senses can 
go in the diagnosis of heart disease. His advice on 
differential diagnosis, the helpful material on path- 
ologic physiology, and the new emphasis on diag- 
nosing degree of impaired function all add to the 


book’s practical value and daily usefulness. 


No single phase of treatment is neglected. Regard- 
less of the cardiac problem involved, you'll find the 
actual management Dr. Levine is using successfully 
today. Action and dosage of drugs useful in heart 
disease are well covered. Both benefits and ill effects 
of bed and chair rest are carefully considered. Diet 
and smoking are discussed. Where surgery is indi- 
cated, you are shown just how and when it should 
be instituted and the results to be expected. Empha- 
sis throughout the book is on alleviation of distress- 
ing symptoms and rehabilitation of the patient to 
normal life. 


By SAMUEL A. LEVINE, M.D., F.A.C.P., Clinical Professor of Medicine, Harvard 
Medical School; Physician, The Peter Bent Brigham Hospital, Boston: Consultant 
Cardiologist, Newton-Wellesles Hospital; Physician, New Fngland Bapti-t Ho-pital 


673 pages, 9',", with 216 illustrations, 914 electrocardiograms. $4.50 
New (5th) Edition! 


Welch & Powers’ The Essence of Surgery 


A New Book—\|luminates universally useful principles that do not change 


A remarkable new tool for understanding Surgery— 
presenting basic principles in a concise and easily 
readable manner. Dr. Welch and Powers set forth as 
a primary thesis, the idea that all surgical manage- 
ment measures are merely variations of fixed prin- 
ciples. Variations are dependent on type of injury, 
anatomical location of injury and state of the body. 
They show you how the same principles of treatment 
apply regardless of type of surgery called for. 


The authors reduce all injuries to 3 types: Loss of 
body tissue—Loss of body fluids—Infection. When 
surgical injury and its repair is approached and con- 
sidered from this limited point of view, many pre- 
viously obscured problems become more simplified 
and manageable. 


There is, however, more here than just fundamen- 


tals. The section on Fluid and Electrolyte is one of 
the most lucid ever to appear in print. There are 
literally scores of hints and helps on operative tech- 
nique. You'll find unusual suggestions on tissue han- 
dling, manipulation of instruments and sutures. The 
important role of non-operative surgery and the in- 
creasing interest in problems of surgical infection is 
given heavy emphasis. Separate chapters illuminate 
si gnificant aspects of Physiologic Surgery and of 
Anesthesia. 


This volume provides a remarkable opportunity to 
obtain a basic understanding of surgery in a short 
reading time. 


By C. STUART WELCH, M.S., M.D., Ph.D., Professor of Surgery; and SAMUEL 

R. POWERS, Jr., A.B., M.D., M.Se.D., Professor of Experimental Surgery, Albany 

Medical College of Union University. 308 pages, 6')” x 9',”, illustrated. $7.00 
Just Published! 


7am 4J0U RN AL of the American Medical Association is published weekly by the 


00. Foreign $21.50. Accepted for entry as second class mail at the Postoftice 


American Medical Association, Subscription price $15 00 a year, 45c¢ a copy. Canadian 
at Dayton, Ohio under the act of March 3. 1879. Address all communications to 


American Medical Association, 535 N. Dearborn St.. Chicago 10, Illinois 
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January and February bring practical help on 
techniques to meet the problems of daily medicine 


\ readable, up-to-date text and atlas of real help to 
every physician who treats women—whether he be a 
specialist or family physician. 


Each of the female generative organs is considered 
separately to give a complete picture of the struc- 
tural and functional changes brought about by dis- 
ease. Gross appearance of lesions is described and 
illustrated, along with microscopic representation. 
In this new edition you'll find a new chapter on 
Exfoliative Cytopathology by Dr. John K. Frost. 
Drastic revisions have been made by Dr. Robert E. L. 


A new approach to pharmacology—emphasizing ac- 
tion of various drug groups rather than the diseases 
against which they are effective. Under this system 
you can adapt the information given to new drugs 
and to unfamiliar clinical situations as they arise. 


Once you have determined the effect you wish to 
produce in a particular area or system of the body, 
you can readily locate the important drugs achiev- 
ing that effect. Indications, contraindications, dosage, 
toxicity, side effects, etc., for the most useful agents 
are all clearly delineated. 


1958 Current Therapy 


Today’s best treatment measures for managing each 
of nearly 400 most commonly encountered diseases 
and disorders—pack the pages of this year’s Current 
Therapy Volume. Almost 2/3 of the total articles 
have been revised or rewritten by new authorities, 
or significantly changed regarding treatment. Each 
of 298 carefully selected contributors brings you his 
most effective and successful method for managing a 
particular disease—in a concise, step-by-step manner. 


An Annual Volume. By 298 Leading Authorities. Edited by HOWARD F. CONN, 
M.D., 827 pages, 8” x 11”. $12.00. New! 


Order Now with Handy Coupon=———»> 


Novak & Novak’s Gynecologic & Obstetric Pathology 


New (4th) Edition—Shows how disease affects the female reproductive organs 


Beckman—Drugs: Their Nature, Action & Use 


A New Book—Emphasizes the action of the various classes of drug agents 


Nesbitt in the chapters on Placental Abnormalities, 
Implantation and Placentation. The Drs. Novak shed 
new light on such important problems as the rela- 
tionships of basal cell hyperactivity and intra-epi- 
thelial cancer, endometrial hyperplasia and adeno- 
carcinoma. 


By EMIL NOVAK, A.B., M.D... D.Sc. (Hon., Trinity College, Dublin and Tulane), 


F.A.C.S., F.R.C.0.G. (Hon.), Late Assistant Professor Emeritus of Gynecology, The 
Johns Hopkins Medical School; Gynecologist, Bon Secours and St. Agnes Hospitals, 
Baltimore; Fellow and Past President, American Gynecological Society; and EDMUND 
R. NOVAK, A.B., M.D., Assistant Professor of Gynecology, Johns Hopkins Medical 
School; Gynecologist, Johns Hopkins, Bou Secours, Hospital for Women of Maryland, 
and Union Memorial Hospitals, Ballimore. 650 pages, with 683 illustrations, 25 in 
color. $14.00. New (4th) Edition! 


Here is an example of just how sections are set up: 
Drugs that stimulate uterine muscle 
Drugs that depress cardiac muscle 
Drugs that combat hemorrhage 
Drugs that dilate the coronary arteries 
Drugs that affect mood and behavior 
Drugs that are ganglionic blocking agents 
Drugs that increase the production of urine 
Drugs that combat vomiting 
Drugs that combat motion sickness 
By HARRY BECKMAN, M.D., Director, Departments of Pharmacology, Marquette 


University Schools of Medicine and Dentistry; Consulting Physician, Milwaukee 
County General Hospital and Columbia Hospital. 728 pages, 7” x 10”. $15.00. New! 


W. B. Saunders Company 
West Washington Square, Philadelphia 5, Pa. 


Please send and charge my account: 
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THREE NEW Books FROM McGRAW-HILL~— 


Low & Freeman 
ELECTRON MICROSCOPIC ATLAS 
OF NORMAL AND LEUKEMIC HUMAN BLOOD 


By Frank N. Low, Ph.D., and James A. Freeman, Research Assistant, Department of Anatomy. 
Both of Louisiana State University School of Medicine. 


IN this work the authors present the first practical atlas 

of the characteristics of normal and leukemic human 
blood as viewed through the electron microscope. There 
are no comparable books on the subject. Two hundred 
twenty two electron micrographs and fourteen light 
micrographs for comparative purposes are provided. 
These light micrographs have been placed in the book as 
guideposts to orient the reader in the use of the electron 
micrographs which contain a great deal more detail than 
the user of light micrographs is accustomed to see. The 
description of these light micrographs and electron micro- 
graphs are placed beside the illustrations or on facing 
pages and labeled to coincide with the descriptive text. 
Since the photomicrographs are the main feature of the 


work, special care has been taken to insure the finest 
possible reproduction. The authors have written an ex- 
cellent introductory section on proper interpretation of 
electron photomicrographs. The text is primarily descrip- 
tive and should be clear to those wholly unfamiliar with 
this new field of morphology. Sufficient illustrative ma- 
terial has been included to permit individual interpreta- 
tion by the advanced investigator. This is more practical 
in electron microscopy than in other fields, since the 
original investigator makes his real study and analysis 
from prints of enlarged micrographs. Thus, anatomists, 
pathologists, hematologists, and research investigators in 
the Biological Sciences will find this volume immediately 
useful and valuable. 347 pp., 744 x 101, $25.00 


White, Rusk, Williams, Lee 
CARDIOVASCULAR REHABILITATION 


Edited by Paul Dudley W bite, M.D., Howard A, Rusk, M.D., 
Bryan Williams, M.D., and Philip R. Lee, M.D. 


b owes volume presents a carefully edited and correlated report of a confer- 
ence in this field by some thirty authorities held in New York City during 
1956. Because of the increasing prevalence of cardiovascular disease among 
our population, this is a problem of great interest to all physicians, personnel 
directors, and guidance counselors. Presented here is a current analysis of the 
knowledge of the emotions of persons with cardiovascular disease; the role 
of the public, the physician, and various health agencies in this rehabilitation; 
how to teach rehabilitation to the patient; and what types of work he can 
safely perform. In addition, an insight into the research going on in this field 
is presented. 155 pp., 5¥% x 8, $6.50 


Just off Press! White, Rusk, Lee, Williams 
REHABILITATION OF THE CARDIOVASCULAR PATIENT 


Paul Dudley White, M.D., Howard A. Rusk, M.D., Philip R. Lee, M.D., and Bryan Williams, M.D. 


all the recent advances and experiences 
in the field, this new volume contains, for the first 
time in a medical textbook, specific detailed procedures 
in the rebabilitation of patients who have suffered 
cerebrovascular accidents. Designed as a practical manual 
for the physician, this work gives specific suggestions 
and directions in the management of patients with 
cerebrovascular accidents, rheumatic fever and/or heart 
disease, congenital heart disease, hypertension, hyper- 
tensive heart disease, and coronary artery disease. Em- 


phasis is given to the social, emotional, and vocational 


aspects of management as well as the physiological. 
Sample examination charts have been included in addi- 
tion to photographic illustrations showing exercises for 
the patient. 250 pp., 5% x 8, 31 illus., $7.00 


Blakiston Division, McGraw-Hill Book Co. 
330 West 42nd Street, New York 36, N.Y. 


You may send me on 10-day approval: 

Low & Freeman—Electron Microscopic Atlas of 
Normal and Leukemic Human Blood........ $25.00 
White, Rusk, Williams, 
Rehabilitation 


White, Rusk, Lee, Williams—Rehabilitation of 
the Cardiovascular Patient.......................... $ 7.00 


Lee—Cardiovascular 
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CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM 


By Herbert E. Natof, M.D., and Max S. Sadove, M.D. 


\ new and unique book of inestimable value to every member 
of the operating team. Covers all phases of cardiovascular 
collapse or cardiac arrest in the operating room. Reviews 
predisposing and precipitating factors, pathophysiologic 
mechanisms, preventative measures, diagnosis and treatment, 
as well as multiple factors such as hypoxia, hypercapnia, pos- 
sible reflex mechanisms and toxic effects of anesthetic agents. 


$6.00 


197 Pages 15 IWlustrations, 13 with Color 1958 


ABDOMINAL OPERATIONS BY THE VAGINAL ROUTE 


By Professor Dr. Paul Werner and Dr. Julius Sederl; 
Translated by L. M. Sszamek, M.D. 


First text in world literature to present with completeness, 
precision and clarity all abdominal operations currently 
performed by the vaginal route. Precisely the kind of book 
you need to evaluate these technics for yourself. Discusses 
advantages, outlines cases in which the vaginal approach is 
appropriate, those in which it is not. This book provides the 
clear descriptions of the operations, the lack of which has 
been the major deterrent to a larger practice of these technics. 


165 Pages 120 Illustrations 1958 $9.00 


ULCERATIVE COLITIS 
By Harry E. Bacon, M.D., Sc.D., LL.D., F.A.C.S., F.AP.S, 


Considers the controversial subject of chronic ulcerative 
colitis from every possible angle with extensive evaluation of 
various theories concerning etiology and a detailed descrip- 
tion of the lesions involved. Covers clinical picture, differen- 
tial diagnosis, complications, prevention and correction. 
Surgical and nonsurgical methods evaluated, indications and 
contraindictions analysed thoroughly. 


395 Pages 


184 Illustrations (1 Color Plate) 


1958 $15.00 


UNDERSTANDING YOUR PATIENT 
Edited by Samuel Liebman, M.D. With 10 Contributors 


Third in a widely endorsed series based on the famed North 
Shore Hospital lecture programs, this book tells how to deal 
with emotional problems, will serve you materially in extend- 
ing your services to a great number of maladjusted but not 
severely disturbed patients. Describes how the anxious patient 
can be reconciled to medical or surgical care, the approaches 
most useful in getting information, how emotional problems 
can be diagnosed in a positive way. 


170 Pages 2 Illustrations 1957 


$5.00 


AMERICAN DRUG INDEX, 1958 
By Charles O. Wilson, Ph.D., and Tony Everett Jones, Ph.D. 


Includes the huge variety of new drugs and drug products. 
15,000 arranged alphabetically by generic name, trade name 
and pharmacologic group. Thoroughly indexed and cross- 
indexed. Need only know major ingredient to find and identify 
drug product. Supplies generic and trade names, manu- 
facturer, composition, synonyms, how supplied, dosage forms, 
usual dosage, indications. Official recognitions listed. 


716 Pages 2000 Changes 1958 $5.00 


NEW AND NONOFFICIAL DRUGS, 1958 
(Formerly ‘‘New and Nonofficial Remedies"’) 


Published annually under the direction of the Council on 
Drugs of the A.M.A. 


Describes drugs evaluated by the Council. Covers all essential 
information on new drugs—official and nonofficial. A recog- 
nized standard authority providing quick reference to 
composition, indication and contraindications. Describes 
composition, including chemical formula, actions, uses, dos- 
age, available preparations. Fully cross-indexed. 


631 Pages 57 New Monographs 


NEW 


LIPPINCOTT 


$3.35 


QO 000 0000 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 
in Canada: 4865 Western Avenve, Montreal 6, P.Q. 


Please enter my order and send me: 


: CLINICAL ORTHOPAEDICS SERIES 

bg Biannual volumes in symposium form produced under the 

4 guidance of the Association of Bone and Joint Surgeons 

| No. 10—Affections of Growth Centers (Epiphyses and 
4 Apophyses) Just Published. Also available: No. 6—Present- 
24 Day Status of Endoprothesis; No. 7—Tumors of Bone; No. 8 

| —Chronic Hereditary Diseases and Developmental Anoma- 

& lies; No. 9—The Pathologic Physiology of Metabolic Bone 

4 Disorders. Forthcoming: No. 11—Orthopaedic Surgery in the 

Le Geriatric Patient (Spring, 1958); No. 12—Rehabilitation 

4 (Fall, 1958). 

pO 275-350 Pages in Each Issue illustrated Single Copies $7.50 
| By Subscription $12.00 per year 


PARENT-CHILD TENSIONS 


By Berthold Eric Schwarz, M.D. and Bartholomew A. 
Ruggieri, M.D. 


A psychiatrist-pediatrician team considers, in a nontechnical, 
highly readable style, the wide range of problems presented 
by injudicious relationships between parent and child. Covers, 
among other subjects, ramifications of adoption, death of a 
parent, feeble-mindedness, handicaps, the child's reactions to 
hospitalization and surgery, sexual problems, delinquency, 
asthma, fear of school, bed wetting, sleep walking, temper 
tantrums, stuttering, emotional adjustments in the various 
stages of maturation. 


238 Pages 15 Illustrations 


1958 $4.95 


CARDIOVASCULAR COLLAPSE IN THE OPERATING ROOM.......................... 
ULCERATIVE COLITIS 
NEW AND NONOFFICIAL DRUGS, 1958 
(Formerly “New and Nonofficial Remedies") 
ABDOMINAL OPERATIONS BY THE VAGINAL ROUTE... 
CLINICAL ORTHOPAEDICS SERIES: [_] Single Copy (Give Number) 
() By Subscription, per year $12.00 


0) Charge 
ADDRESS C) Payment Enclosed 


ZONE STATE 


Convenient Monthly Payments 


JAMA—3-22-58 
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There's a natural preference + 


WHEN 
BLOOD 
PRESSURE 

MUST 


COME 
DOWN 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 
mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
Apresoline. Thus, Apresoline is 
effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 
1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® = ® 
(hydralazine hydrochloride CIBA) 
SERPASIL®- APRESOLINE® hydrochloride 
(reserpine and hydralazine hydrochloride C!BA) 


B A SUMMIT, N. J. 


A most widely used t broad- spectrum antibiotic no 
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tetracycline blood levels 


Studies in which 84 enhancement 
agents were screened showed average 


tetracycline blood levels achieved 
with glucosamine to be unsurpassed. C A= ACYN 


high tetracycline blood levels 


Extensive comparative studies showed 
that the enhancing effect with 


glucosamine produces high blood gu 
levels in a high percentage of patients. C 0 ~ A= RACYN 


advantages glucosamine 


Glucosamine is a normal human metabolite; 
it is nontoxic, sodium free, nonirritating 


to the stomach, and releases only 
four calories of energy per gram. C OSA- ‘ FE ; RACYN 


r unexcelled efficacy and safety in the wid 
of tetracycline-susceptible infections 


orally effectiv 
antibiotic derivative 


for reliable, 
consistent answers 
to many of your anti 
treatment problems 
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CYCLAMYCIN—effective in many infections caused by bacteria resistant to erythro- 
mycin, the tetracyclines, penicillin, streptomycin; particularly useful against many 
resistant staphylococci (about 70—75% of erythromycin-resistant staphylococci 
are susceptible) 


CYCLAMYCIN—effective in many of the common infections due to gram-positive 
organisms (staphylococci, streptococci, pneumococci); also against some gram- 
negative organisms (gonococci, Haemophilus influenzae) 


CYCLAMYCIN—has not caused serious sensitivity or toxic reactions such as anaphy- 
laxis, micrococcal enteritis, or blood dyscrasias 


* oc —high, rapid, sustained 


dily (stable in gastric secretions—no enteric 
coating to interfere with absorption) 


Capsules, 125 and 250 mg., bottles of 36. Oral Suspension, 125 mg. per 5cc., bottles of 2 fl. oz. 
Also available: Oleandomycin Phosphate, Wyeth, for intravenous administration—as a dry pow- 
der for reconstitution; each vial contains 500 mg. of oleandomycin base as the phosphate salt, 
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Infants with severe iron deficiency 
anemia have hemoglobin rises of 
10 to 31% in the first week after 
intramuscular injections of 
IMFERON.* Rapid clinical improve- 
ment is shown by return of appe- 
tite, improved disposition, better 
color and gain in weight.’ 


iImferon 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


(1) Wallerstein, R. O., and Hoag, M. S.: J.A.M.A. 164:962 
(June 29) 1957. (2) Gaisford, W., and Jennison, R. F.: Brit. M. J. 
2:700 (Sept. 17) 1955. 

Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician's direc- 
tions in every box. There are 50 mg. of elemental iron per cc. 
Request brochure NDA 17, Imferon. 

IMFERON® is distributed by Lakeside Laboratories, inc., under 
icense from Benger Laboratories, Limited. 
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monilial superinfection 


road spec ctrum 


when you give 

broad spectrum antibiotics 

to your patients—“...some people 
have just a devil of a time 

with moniliasis...as I see it, 

the only annoying complication 

of broad-spectrum therapy 

is moniliasis.”* 


*Long, P. H., in Long, Kneeland, Y. Jr., and Wortis, S. B.: 
Bull. New York Acad. Med. 33:552 (Aug.) 1957. 
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THESE ARE YOUR PATIENTS WHO 
MAY HAVE “JUST A DEVIL OF A 
TIME WITH MONILIASIS" 


debilitated patients 

elderly patients 

diabetics 

infants, especially prematures 


those who developed moniliasis on previous 
broad spectrum therapy 


patients on prolonged and/or high dosage 
antibiotic therapy 


women, especially when pregnant 
or diabetic 


Mysteclin-V provides you with a dosage form for every clinical need: 


Tetracycline 
phosphate 
complex equiv. 
tetracycline Mycostatin | 
HCI (mg.) (units) | Packaging 


Capsules (per capsule) 250 250,000 | Bottles of 16 and 100 


Half-Strength Capsules 
(per capsule) 125 125,000 | Bottles of 16 and 100 


Suspension (per 5 cc.) 125 125,000 60 cc. bottles 


Drops (percc.—20 drops) | 100 100,000 | 10 cc. dropper bottles 


SQUIBB QUALITY—THE PRICELESS INGREDIENT 


“GUMTCIN’® AND “MYCOSTATIN'® ARE SQUIBB TRADEMARKS 


— 
15 
e 
e : 
| 
SQUIBB 
1858 1958 
\ SQUIBB 
| 


Mental and Emotional disturbances 


Compazine 


an agent remarkable for its 


freedom from drowsiness and depressing effect 


Complaints: multiple 
Sensations: vague 


Many patients who present mul- 
tiple and vague complaints that 
are part of no defined syndrome 
or disorder respond extremely 


well to ‘Compazine’ therapy. 
py 


A typical case is the one de- 


scribed below: 


Female, 27, anxiety neurosis with 
multiple complaints such as diz- 
ziness, vague abdominal pain, 
weight loss. Patient had a 3-year 
history of these disorders which 
had not responded to sedatives, 


antispasmodics, or other therapy. 


On ‘Compazine’ the patient's 
symptoms promptly disappeared, 
she felt much better and gained 
8 pounds. 

Available: Tablets, Ampuls, Multiple 


dose vials, Spansule™ sustained release 


capsules, Syrup and Suppositories. 


Smith Kline & French Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
for prochlorperazine, S.K.F. 
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even if your patient is a 


candy dancer: 


yrailroad man’s term for track section hand 


FLEXI 


-+- 


Low back synaromes...sprains...strains 
rheumatic pains... 


Each tablet contains: 
FLEXIN® Zoxazolaminet . . . . . 125mg. 
A most effective oral skeletal 
muscle relaxant 

FLEXILON gets them back on the job fast. ‘TYLENOL® Acetaminophen . . . . 300mg. 
A preferred analgesic for painful 
musculoskeletal disorders 
supplied: Tablets, enteric coated, orange, 
bottles of 50. 


tU.S. Patent Pending *Trade-Mark 
McNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. 
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then fights infection 

Each Gram Contains: 
Trypsin (Crystallized). .... . 5000 Armour units 
Chymotrypsin 

(Crystallized)........... 5000 Armour units 
Bacitracin U.S.P................... 900 units 
Polymyxin B Sulfate U.S.P......... 5000 units 


in a water-washable ointment base. 


Essentially all wounds are dirty. Heal- 
ing is hindered by tissue debris, pus, 
bacteria, exudates. Tryptar Antibiotic 
Ointment first removes the dead tissue 
barrier . . . then provides positive anti- 
biotic action against invading bacteria. 


Tryptar Antibiotic Ointment 
combines 
2 proteolytic enzymes 
with 
2 topical antibiotics 


Tryptar Antibiotic Ointment is well 
tolerated . . . living tissue is not harmed. 


Supplied in 14 oz. and 2 oz. tubes. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 
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every clinical 
consideration 
recommends 


THE ORIGINAL TETRACYCLINE COMPLEX 


eplacement for the older tetracycline 
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A suitable TETREX 
dosage form for every 
member of the family 


TETREX Capsules 


improvement 
j ° s equivalent to mg. 
and an ultimate replacement WO 

for the older tetracycline TETREX 


Pediatric Capsules 


Tetracycline phosphate 
complex—each capsule 
equivalent to 100 mg. 
tetracycline HCl activity. 


hydrochloride” ’ 


TETREX 
Intramuscular 


250 Mg. 


with Xylocaine* 


Tetracycline phosphate 
complex—each vial equiv- 
alent to 250 mg. tetracy- 
cline HCl activity. 


TETREX 
Intramuscular 


100 Mg. 


with Xylocaine* 


@ 


Tetracycline phosphate 

complex—each vial equiv- 

alent to 100 mg. tetracy- 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX *® of Astra Phorm. F 


TETREX Syrup 


Tetracycline (phosphate 


¢ Significant tetracycline serum levels for 24 hours buffered) Syrup — each 
on a single intramuscular dose** 


activity. 


e Faster, higher, more prolonged tetracycline serum levels for PP ny 


earlier and more certain control of infection’”*’”” 


Tetracycline (phosphate 
buffered) Syrup — each 
cc. equivalent to 100 mg. 
tetracycline HCI activity. 


e A single, pure antibiotic 
° Available for your 
(not a mixture) prescription at all 


Bristol leading pharmacies 


Clinically ““sodium-free””’ 


e Equally effective orally, b.i.d. or q.i.d.””” 


e A convenient dosage form for 
every member of the family 
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Absorption studies show: 


Faster, higher, more prolonged tetracycline serum levels 


Mcg./per mi. 


After oral administration— 
SINGLE 250-MG. CAPSULE 


TWO 250-MG. CAPSULES 


2.8 
26 2.0 
24 Tetrex 18) 
22 Tetracycline HCI 
7 1.6) 
2.0 
1.8 
6 1.2: 
t 14 
& & 10) 
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A composite of three separate absorp- 
tion studies: serum levels “substantially 
higher’? or “markedly higher”'> than 
with tetracycline HCI, and absorption 


“about twice as efficient.’’> 


Tetrex 


Tetracycline HCI 


Average serum levels aftér adminis- 
tration of a single 500-mg. dose: “ap- 
proximately twice as great” as those 
of a group receiving an equivalent 


dose of tetracycline HCI."' 


After intramuscular administration— 
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IN NEWBORN INFANTS 
Median tetracycline serum 
levels following intramuscu- 
lar injection of TETREX in 
newborn infants. Dose: 25 
mg./Kg. “Therapeutic” lev- 
els for at least 24 hours. 


IN YOUNG CHILDREN 
Median tetracycline serum 
levels following intramuscu- 
lar injection of TETREX in 
young children.® Dose: 15 to 
25 mg./Kg. “Surprisingly 
high” levels at 3 and 24 hours. 


IN GERIATRIC PATIENTS 
Average serum levels follow- 
ing intramuscular injection of 
a single 250-mg. dose in geri- 
atric patients. “Adequate” 
amounts of tetracycline ac- 
tivity present after 24 hours. 


Se “,..an improvement 
and an ultimate replacement 
for the older tetracycline 
hydrochloride” 


als 


Cl 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


Clinically proven—It has been determined that “blood 
concentrations correlate well with clinical response.”* In 
clinical studies, the assurance that TETREX “would be 

_J [highly] effective in treating infections due to susceptible 
organisms” !! has been fully confirmed. 


- Typically, when TETREX was administered to 686 patients 
eo in two studies, “all patients infected with tetracycline- 
rt . 31.9 
sensitive organisms responded satisfactorily to therapy.” '? 
A “remarkably low incidence of side reactions”! has been 
reported. In four studies involving 480 patients, for in- 
stance, side effects were so negligible as to require with- 
drawal of therapy in only 2 cases.':7:%!° 
BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
| 
} 
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A suitable TETREX 
dosage form for every 
member of the family 


TETREX Capsules 
Tetracycline phosphate 
complex—each capsule 
equivalent to 250 mg. 
tetracycline HC! activity. 


TETREX 
Pediatric Capsules 
Tetracycline phosphate 
complex—each capsule 
equivalent to 100 mg. 
tetracycline HCl activity. 


TETREX 
Intramuscular 
250 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv 
alent to 250 mg. tetracy- 

cline HCI activity. 


TETREX 
Intramuscular 
100 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv 
alent to 100 mg. tetracy- 

cline HCI activity 


TETREX Syrup 
Tetracycline (phosphate 
buffered) Syrup — each 
5-cc. tsp. equivalent to 
125 mg. tetracycline HCl 
activity. 


TETREX 
Pediatric Drops 
Tetracycline (phosphate 
buffered) Syrup — each 
cc. equivalent to 100 mg. 
tetracycline HCl activity. 


Available for your 
prescription at all 
leading pharmacies 
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Nou effective systemic enzyme therapy without injection 


Parenzyme buccal tablets, an exclusive research devel- 
opment of THe NATIONAL DruG Company, permit 
trypsin to enter the blood stream rapidly and directly 
via the oral mucosa. They provide the anti-inflam- 
matory and anti-edematous action of intramuscular 
Parenzyme. 


More than 2000 published case reports attest the 
excellent clinical results of Parenzyme in thrombo 


phlebitis, ulcerations, inflammation, ocular trauma and 
bronchial congestion. The new buccal tablet combines 
this striking anti-edematous, anti-inflammatory effect 
with a convenience and flexibility of dosage hitherto 
unattainable. 


The recommended daily dose of Parenzyme B is 20 mg.— 


one 5 mg. buccal tablet, four times daily. 


For maintenance therapy Parenzyme buccal tablets are used 


following initial Parenzyme injections 


For mild inflammatory conditions such as sprains, contu- 
sions, or hematomas, Parenzyme buccal may be used alone 


For severe inflammatory conditions Parenzyme buccal tab- 
lets and Parenzyme Aqueous (I.M.) are usually administered 


concurrently to sustain high trypsin levels between injections. 


Greater comfort and freedom win patient 
cooperation, ensure adherence to your 
schedule, make Parenzyme B well suited 
for ambulatory and maintenance therapy. 


pleasant / convenient / simple / exclusive 


BUCCAL TRYPSIN TABLET 


PARENZYME B (buccal trypsin tablet) 
vials of 24 tablets, each 

containing 5 mg. trypsin. 

Also available: 

PARENZYME AQUEOUS 


(25 mg. trypsin plus 5 ml. diluent) Products of Original Research 


PARENZYME IN OIL 
(25 mg. trypsin in 5 ml, vial) 
THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 


| 
| 
<- 
: 


Just two tablets 
at bedtime 


for gratifying 
rauwolfia response with 


virtually no serious side actions 


Rauwiloid® 


(Alseroxyion) 
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AFL-CIO Leaders Visit Congress . . 
Folsom Cites Rapid Growth in 
Catastrophic Insurance . . 


American Women Physicians Selected to 
Tour Russia . . 


Bill Proposes Unemployment Insurance for 
All Employees . . 


AFL-C1O LEADERS VISIT CONGRESS 


Some 1,000 leaders trom all parts of the United 
States conducted a three-day economic and legis- 
lative conference, with speakers from government, 
Congress, and the AFL-CIO, laying stress on the 
recession. Two mornings were taken up with visits 
to senators and representatives, who were urged to 
do the following: 

(1) Increase the individual income tax exemption 
from $600 to at least $700, (2) pass a law for “more 
realistic” federal standards for unemployment com- 
pensation, (3) increase defense spending, (4) step up 
program of public works, including expansion of 
Hill-Burton hospital construction and its extension 
for 10 years, and (5) change social security laws so 
that the retired aged may get free hospitalization 
and surgical services. 

The top command of the AFL-CIO conferred 
with President Eisenhower, while the rank and file 
visited virtually every member of Congress. Speak- 
ers on a panel, “Congress Faces the Recession,” 
were Senators Cooper (R., Ky.), Payne (R., Maine), 
and Representative McCarthy (D., Minn.). Secretary 
of Labor Mitchell addressed the opening session. 

Conference delegates urged that the House Ways 
and Means Committee hold hearings on social se- 
curity legislation not later than April to permit 
enactment this vear. A fact sheet on the Forand 
hospitalization proposal included these reasons 
“why higher cash payments and health benefits are 
needed”: (a) the recession intensifies the need for 
action as many older people lose jobs, private pen- 
sion rights, and support from odetiees, (b) rising 
medical costs are “a growing threat to the aged, 
most of whom have little or no health insurance 
protection; commercial insurance is unavailable or 
too expensive for most of them, and Blue Cross- 
Blue Shield plans are raising rates,” and (c) public 
assistance is overtaxed by growing loads, and “its 
medical care allowances are pathetically small.” 

AFL-CIO President Meany, in a keynote address, 
gave no emphasis to passage of social security pro- 
posals but rather stressed raising the personal tax 
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exemption. He brought applause from the large 
audience, however, when he declared: “How about 
improving the social security law so that our elder 
citizens can spend their twilight vears in decency 
and security?” 

Union instructions to each delegate about seeing 
their congressmen included this advice: “Be brief; 
don't wear out your welcome. Be as firm and per- 
suasive as you can, but be polite; dont get angry. 
Don't talk all the time; let him tell you what he 
thinks. Wherever possible, urge support for specific 
bills.” 

Each delegate was given a report form to de- 
scribe what happened on his visits to his congress- 
men. 


TWENTY-FOLD INCREASE IN MAJOR 
MEDICAL INSURANCE 


Testimony by Secretary Folsom before a House 
appropriations subcommittee shows that major med- 
ical insurance coverage has increased almost 20- 
fold in the last five years. Under questioning by 
Chairman John Fogarty, Mr. Folsom said that in 
1952, 700,000 persons had major medical or catas- 
trophic coverage, but that by 1957 the total had 
increased to an estimated 13 million. The testimony 
has just been released by the committee. 

Concerning this development, the secretary 
pointed to the administration's bill for reinsurance, 
or a pooling of funds by commercial companies so 
they could experiment with catastrophic and other 
forms of health insurance that are difficult to mar- 
ket. He noted that most catastrophic coverage 
comes under large group policies, but that some 
voluntary groups will offer such coverage on top of 
Blue Cross and Blue Shield. He added: 

“Some progress is being made in these fields. We 
don't expect this pooling arrangement (reinsurance) 
to answer by any means the whole problem. It is 
just one step among many that ought to be made. 

“We still, of course, are putting our emphasis on 
the voluntary programs rather than compulsory 
programs. But the only thing I can report is prog- 
ress. 

“You are reporting progress,” Mr. Fogarty re- 
plied, “but to me it isn’t much progress. I think we 
could do more in this field than we are doing.” 

When the discussion was on the cost of hospital- 
ization, Mr. Fogarty volunteered the opinion that 
more co-insurance would help. “They could reduce 
the rates were the person to pay for the first day or 
two of hospitalization, rather than have the plan 
pay for the entire costs from the very beginning.” 
(Continued on next page) 


J.A.M.A., March 22, 1958 


Mr. Folsom agreed, saying that if there were a 
deductible feature in most policies, “you would 
have a dropping off in the proportion of those in 
hospitals that should not be there.” 

On the question of nursing homes for the aged, 
the Secretary said more money should be spent in 
this direction. He observed that chronic disease 
hospitals and nursing homes cost less to build and 
to operate than hospitals. Mr. Folsom pointed out 


whenever bs apes that the Hill-Burton act was amended to make 
grants available to, among other special-type hos- 
digitalis ite pitals, hospitals for the chronically ill. Here again 


Mr. Fogarty observed that “progress has been very, 
very slow.” Mr. Folsom replied: “It is hard to get 
communities to finance these specialized facilities; 
they seem to be much more interested in the gen- 
eral hospital than they are in this type hospital.” 

The Budget Bureau request to the subcommittee 
for funds for the Hill-Burton hospital construction 


6 1 program was reduced from this year’s 121 million 
i Nw OX Land dollars to 75 million dollars. Mr. Fogarty said: 
: “If other members of Congress are ‘getting the 


brand telegrams I have been receiving regarding this cut- 


oo mg -_— -_ back in hospital construction, you people are going 
A » 4 i ea | to have some more money, I would guess, to build 
ae = hospitals with. It seems every state in the Union is 


: writing in now that they have plans that it would 
known as Digoxin “BW. & Co. take two years from now or three years from now 

Peale os to complete even if we appropriated two or three 
times what you are requesting. I think that was a 
pretty poor decision a the Bureau of the Budget 
to make this cut. Some of these states have appli- 
cants that not only won't be taken care of next 
year but won't be three years from now under the 
level of appropriations proposed in this budget. 
There are many communities that are going to be 
hurt by this decision of the Bureau of the Budget 
unless Congress does something about it.” 


AMERICAN WOMEN PHYSICIANS CHOSEN 
FOR TOUR OF RUSSIA 


As part of an exchange arrangement that brought 
the same number of Russian women medical scien- 
tists to the United States last fall, six American 
women physicians have been selected for a month’s 
tour of Russian medical institutions. They will leave 
in May. Selections were made by the National 
Academy of Science. The Rockefeller Foundation, 
the American Medical Association, and the Ameri- 
can Medical Women’s Association made recommen- 
dations and helped with preliminary arrangements. 

Dr. Helen B. Taussig of Johns Hopkins Univer- 
sity Hospital, a pediatrician who has won interna- 
tional recognition for contributions to the treatment 
of cardiac diseases in children, will head the dele- 
gation. Other members are Drs. Leona Baumgart- 
ner, commissioner of health, New York City; Thelma 
B. Dunn, National Institutes of Health, Bethesda, 
Md., an investigator of the pathology of cancer; 
Jean Henley ( Russian-speaking ) head, department 
of anesthesiology, Francis Delafield Hospital, New 
York City; Esther C. Marting, radiologist, Univer- 
sity of Cincinnati School of Medicine, and past- 
president, American Medical Women’s Association; 
and Margaret H. Sloan, National Academy of 
Sciences—National Research Council, Washington, 
D. C., in charge of its advisory services to the 
National Blood Program. 
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EXTENSION OF UNEMPLOYMENT COM- 
PENSATION TO DOCTORS PROPOSED 


Sen. John F. Kennedy (D., Mass.) is leading a 
movement to extend unemployment coverage to 
every employer, bringing in physicians and any 
others who hire more than one person. The bill has 
wide support among Democrats—its sponsors in- 
cluding Senators Clark, McNamara, Mansfield, 
Murray, Proxmire, Douglas, Green, Neuberger, 
Humphrey, Morse, Jackson, Carroll, Chavez, Payne, 
Pastore, Kefauver, and Magnuson. 

In addition to bringing all employers under 
mandatory coverage (only those employing four or 
more persons now are covered) the bill would 
tighten up requirements on states so that more 
money would be paid out in monthly unemploy- 
ment compensation, and for a longer period of time. 

If this bill were enacted, every physician who 
employs one or more persons would ee to pay as 
unemployment insurance a sum equal to 3% of each 
employee's annual salary, up to $3,000. It would not 
be a payroll deduction, but a tax assessed on the 
employer alone. 

Under certain circumstances, the employer would 
be entitled to a credit of up to 90% on this tax bill, 
provided he was also paying into a state fund. 


APPROPRIATIONS CHAIRMEN ASK 
MORE FUNDS 


Two important figures in health appropriations 

in the House and Senate have made separate pleas 
to President Eisenhower to consider new requests 
for spending in the medical field. The two men 
head the key appropriations subcommittees that 
handle the annual budget of the Department of 
Health, Education, and Welfare, which this fiscal 
year comes close to 2.8 billion dollars. 

Senator Lister Hill (D., Ala.) called, in a Senate 
speech, for the administration to give the highest 
priority to the construction of the National L ibrary 
of Medicine which he estimates will cost 7 million 
dollars. He noted that the January whe nay message 
had called for no construction funds this year but 
that the administration had recently proposed 
2 billion dollar construction and renovation project 
for post offices. 

First, he said, “let us get going on the 7 million 
dollar building which we must have to house and 
protect those priceless volumes collected by our 
National Library of Medicine, which lie at the very 
heart of all our research endeavors in the field of 
health and which are daily threatened with de- 
struction.” 

Senator Hill placed in the Congressional] Record 
an editorial of last November from Tue JourRNAL, 
which told of water damage from faulty drain pipes 
and loss of over 400 books in the library. The edi- 
torial said it was “a mystery why funds have not 
been obtained for a measure which is of immediate 
concern to every worker in the medical sciences.” 

Rep. John Fogarty (D., Ill.) chose a different ap- 
proach and a different program. He wrote a long 
letter to the President proposing that the admin- 
istration (1) call for a one-billion-dollar loan pro- 
gram for renovation and new construction of 
hospitals and (2) revise the regular Hill-Burton 
hospital construction estimate to 210 million dollars 
instead of the presently requested 75 million. 

He tied both proposals in with the general econ- 
omy, describing them as “antirecession” measures. 
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74... 4. 107th Abunuual Meeting 
Saa Praucisco 
Gune 23-27, 1958 


Include an Advance Registration Card in your plans for 
attending the 107th A.M.A. Annual Meeting in San Fran- 
cisco, The Advance Registration Card helped 6,879 physi- 
cians to register for the New York meeting with little or 


no delay. 
TF, Should you wish to take advantage of this time saving 
device, you may obtain a card by sending the coupon to 


ZA the Membership Department of the A.M.A. Your card will 


be sent to you on June 2nd unless you request an earlier 


mailing date. 


eeeeee MEMBER PHYSICIAN’S ADVANCE REGISTRATION CARDeecececes 


Please fill out this coupon in full and return it before June 2, 1958 to the Membership Dept. of the American Medica! Association, 
535 N. Dearborn St., Chicago 10, Illinois, and receive your registration identification card for the San Francisco convention. 


(Please print your name) 
do hereby declare that | am a Member of Medical Association 
or in the following government servi 
ey (Every physician must register in his own name) ae 
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NOW 


COUNTERACT 
DEP ESSED 


® Relieves depression 
without euphoria 
—not a stimulant 
. = Restores natural sleep 
without depressive 
_aftereffects j 
—not a hypnotic 


= Rapid onset of action 


= Side effects are ] 
minimal and easily | 


controlled | “D epr ol* 


Composition: Each tablet 
contains 400 mg. 
meprobamate and | mg. 
benactyzine HCl 


Average Adult Dose: 
1 tablet q.i.d. 


(ff) WALLACE LABORATORIES, New Brunswick, N.J. Literature and samples on request 
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OFFICERS OF THE AMERICAN MEDICAL ASSOCIATION, 1957-1958 


President—David B. Allman, Atlantic City, N. J. Council on Scientific Assembly—H KR. Viets, Brookline, Mass., 1958; J. A. Bargen, 
President-Elect—Gunnar Gundersen, La Crosse, Wis. Rochester, Minn., 1958; P. Reimann, Philadelphia, 1959; A. MeMahon, 
Vice President—Jesse D. Hamer, Phoenix, Ariz Chairman, St. Louis, 1959; L. W. Larson, Bismarck, N. D., 1960; C. A. Lincke, 
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natural and aqueous... 


Aquasol A-C-D drops 


“natural” activity — provides all immediately utilizable physiologically 
active isomers of natural vitamin A —together with complete natural vitamin D 
complex, a dependable antirachitic. 


well utilized — more rapid and complete absorption assured by providing 
oily vitamins in aqueous solution. 


candy-like taste — exceptionally palatable — free from fish taste or odor. 


well tolerated — specially processed to remove allergenic and non-vitamin 
factors of fish liver oil. 


convenient — mixes readily with milk or formulas; may be given with foods 
or directly on tongue. 


Each 0.6 cc. of Aquasol A-C-D Drops provides: ; 
Vitamin A* (natural) ... 5000 U.S.P. Units 
Vitamin D* (natural)... 1000 U.S.P. Units 


*oil-soluble be ag made water-soluble with sorethytan 
esters; powcted y U. S. Patent 2,417,299, owned and 
controlled by U. s° Vitamin Corporation. 


In bottles of 15 cc. and 30 cc. with dropper. 


Samples on Request. 


u. Ss. vitamin corporation 
(Arlington-Funk Laboratories, division) + 250 East 43rd Street, New York 17, N. Y. 
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concentrations in urine 


Dal, hrs. 


turbid urine frequently clear 


days 
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symptom-free 
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consider 


FURADANTIN, 


brand of nitrofurantoin 


for rapid eradication of infection 


In the majority of 112 cases of acute, persistent or 
relapsing urinary tract infections “nitrofurantoin 
[FURADANTIN] was effective clinically, with a pro- 
nounced improvement, indicated by the appearance 
of the urine as well as by verbal commendation by 
the patient, within 24 to 36 hours . . . Some of these 
patients with seemingly impossible cases were cured 
of their infection.’’* 


Consider FURADANTIN first because of these advan- 
tages: a specific for urinary tract infections + rapid 
bactericidal action * negligible development of bac- 


EATON LABORATORIES 


terial resistance + no reports of injury to kidneys, 
liver and blood-forming organs. 


AVERAGE DOSAGE: ADULTS —four 100 mg. tablets 
daily; 1 tablet during each meal and 1 on retiring, 
with food or milk. In acute, uncomplicated infec- 
tions, 50 mg. q.i.d. may be prescribed. However, if 
patient is unresponsive after 2 to 3 days, increase 
dose to 100 mg. q.i.d. CHILDREN—5 to 7 mg. per Kg. 
(2.2 to 3.1 mg. per lb.) per 24 hours. 


SUPPLIED: Tablets, 50 and 100 mg. Oral Suspension 
(25 mg. per 5 cc. tsp.). 
*Stewort, B. L., and Rowe, H. J. Am. M. Ass. 160:1221, 1956, 


NORWICH, NEW YORK 


Nitrofurans-a new class of antimicrobiais—neither antibiotics nor sulfonamides 
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peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


Fostex is easy for your 
patients to use . 

Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


J.A.M.A., March 22, 1958 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 


March 


Agro Mepicat Association, Hotel Statler, Washington, D. C., Mar. 23- 
26. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, Municipal Auditorium, 
Dallas, Tex., Mar. 24-27. Mr. Mac F. Cahah, Volker Blvd. at Brookside, 
Kansas City 12, Mo., Executive Secretary. 

AMERICAN PsycHosoMatic Society, Netherland Hilton Hotel, Cincinnati, 
Mar. 29-30. Dr. Morton F. Reiser, 551 Madison Ave., New York, 
Secretary. 

AmMerIcAN Raprum Society, Hollywood Beach Hotel, Hollywood, Fla., 
Mar. 27-29. Dr. Theodore R. Miller, 139 E. 36th St., New York 16, 
Secretary. 

SOUTHWESTERN SurcicaL Concress, Shamrock Hilton Hotel, Houston, 
Tex., Mar. 31-Apr. 2, Dr. C. M. O'Leary, 207 Plaza Court Bidg., Okla- 
homa City, Okla., Secretary. 

April 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, 
Montgomery, Apr. 17-19. Mr. William A. Dozier, 17 Moulton Bldg., 
Montgomery, Executive Secretary. 

AMERICAN ACADEMY OF NEvuROLOGY, Bellevue-Stratford, Philadelphia, Apr. 
21-26. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary 

AMERICAN ACADEMY OF PeEpDIATRICS, Spring Session, Hotel Statler, New 
York City, Apr. 21-28. Dr. E. H. Christopherson, 1801 Hinman Ave., 
Evanston, Ill., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Buffalo, N. Y., Apr. 2-4. Dr. L. B 
Flexner, Univ. of Pennsylvania Medical School, Philadelphia 4, Secretary 
AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, St. Francis 
Hotel, San Francisco, Apr. 24-26. Dr. D. C. Spriestersbach, University 

Hosps., Iowa City, Ia., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Edgewater Gulf 
Hotel, Edgewater Park, Miss., Apr. 23-25. Dr. William J. Engel, 
2 E. 54th St., New York, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Philadelphia, Apr. 14-18. 
Dr. F. S. Cheever, University of Pittsburgh, Graduate School of Medi- 
cine, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Statler, Cleveland, Apr. 24-26. Dr. Russell L. Holman, 1542 Tulane 
Ave., New Orleans 12, La., Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
Apr. 17-19. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Hotel Shelburne, Atlantic City, N. J., 
Apr. 20-25. Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN COLLEGE OF OssTETRICIANS & GYNECOLOGISTS, Statler Hotel, 
Los Angeles, Apr. 21-23. Dr. John C. Ullery, 15 S. Clark St., Chicago, 
3, Secretary. 

AMERICAN COLLEGE OF PuysicrAns, Atlantic City, N. J., Apr. 28-May 2. 
Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN INDUSTRIAL HyGreNE Association, Convention Hall, Atlantic 
City, N. J., Apr. 21-25. Mr. George D. Clayton, 14125 Prevost, Detroit 
27, Executive Secretary. 

AMERICAN PuysIOLoGicaAL Society, Philadelphia, Apr. 14-18. Dr. Ray G. 
Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive Secretary 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Benjamin Franklin 
Hotel, Philadelphia, Apr. 13-14. Dr. George E. Schreiner, 2025 Eve St., 
N.W., Washington 6, D. C., Secretary. 

AMERICAN Socrety oF BioLocicaAL Cuemists, Philadelphia, Apr. 13-18. 
Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PaTrHuoLocy, Philadelphia, Apr. 
14-18. Dr. Cyrus C. Erickson, 858 Madison Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOcIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Philadelphia, Apr. 13-18. Dr. Harold Hodge, University of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SocreTy FoR THE Stupy oF STERILITY, Beverly Hilton Hotel, 
Los Angeles, Apr. 18-20. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SurcicaLt Association, Waldorf-Astoria Hotel, New York, 
Apr. 16-18. Dr. R. Kennedy Gilchrist, 59 E. Madison St., Chicago 3, 
Secretary. 

AMERICAN Uro.ocicaL Association, The Roosevelt Hotel, New Orleans, 
La., Apr. 28-May 1. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., Mem- 
phis, Tenn., Secretary. 

Arizona MeEpIcAL AssociaTION, San Marcos Hotel, Chandler, Apr. 30- 
May 3. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ASSOCIATION OF SURGEONS OF SOUTHERN RarLway SysTEM, Jacksonville, 
Fla., Apr. 14-15. For information address: Dr. Rudolph M. Landry, 
707 Walnut St., Chattanooga, Tenn, 

Cauirornia Mepicat Association, Ambassador Hotel, Los Angeles, Apr. 
27-30. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 


(Continued on page 34) 
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Emotional stress is a serious 
threat to an already 
diseased heart. Thoracic 
muscular tension simulating 
cardiac pain is an added 
source of apprehension. 
Anxiety may precipitate 
tachycardia, various 
arrhythmias, coronary 
insufficiency, and increased 
cardiac decompensation. 
‘Miltown’ relaxes both 
mind and skeletal muscle. 
Therapeutic management 
with ‘Miltown’ (200 mg. 
q.i.d.) “definitely reduced 


nervous tension and . 
anxiety” in all patients WM. lto ® 
(80 cases), and enhanced 1 Wri 


| THE ORIGINAL MEPROBAMATE | 


recovery from acute cardiac 
* | | 
episodes in many cases. | 


| 


| DISCOVERED & INTRODUCED BY | 


* Waldman, S. and Pelner, L.: Management of anxiety associated NEW BRUNSWICK. 
with heart disease. Am. Pract. & Digest Treat. $:1075, July 1957. 


ANXIETY IS COSTLY TO'Y THE HEART | 


for continuous relief of 
pespiratory. congestion. 


f 
AN \ 
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PROMPT RELIEF "onttesion LP Tablets 
release effective amounts of medication almost as 
rapidly as a solution. 


CONSTANT RELIEF Novahistine LP releases 
its decongestive drugs at a constant rate in both 
acid stomach secretions and in alkaline intestinal 
juices. 

With Novahistine LP there is no sudden “‘over- 
release’”’...no uneven, sporadic effects. 


Convenient oral dosage eliminates patient misuse of 
nose drops, sprays and inhalants...is not likely to 
produce rebound congestion, mucosal damage and 
ciliary paralysis, nor make the patient ‘‘jittery.”’ 


Each Novahistine LP Tablet contains: 
Phenylephrine hydrochloride 20 mg., Chlorprophen- 
pyridamine maleate 4 mg. Supplied in bottles of 50 
tablets. 


Administration: Adults—2 tablets twice daily will 
provide an adequate therapeutic effect in the average 


patient. Children—One-half the adult dose. 
*Trademark 


MEETINGS 


J.A.M.A., March 22, 1958 


Connecticut STATE MEDICAL AssociATION, Stratford, Apr. 30-May 1. 
Dr. Creighton Barker, 160 St. Ronan St., New Haven, Executive Sec- 
retary. 

EasteRN States HEALTH EpuCATION CONFERENCE, New York Academy 
of Medicine, New York City, Apr, 24-25. Dr. Iago Galdston, New York 
Academy of Medicine, 2 E. 103d St., New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BrioLocy, Trade 
& Convention Center, Philadelphia, Apr. 13-19. Dr. Milton O. Lee, 
9650 Wisconsin Ave., Washington 14, D. C., Secretary. 

Georcia, MEpIcAL AssocIATION OF, Macon, Apr. 27-30. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Executive Secretary. 

INpusTRIAL HEALTH CONFERENCE, Convention Hall, Atlantic City, N. J., 
Apr. 19-25. Dr. E. C. Holmblad, 28 E. Jackson Blvd., Chicago 4, Man- 
aging Director. 

InpustTRiAL Association, Atlantic City, N. J., Apr. 23. Dr. H. 
Glenn Gardiner, 3210 Watling St., East Chicago, Ind., Secretary. 

Iowa State Mepicar Socrety, Hotel Savery, Des Moines, Apr. 20-23. 
Dr. R. F. Birge, 529, 36th St., Des Moines 12, Ia., Secretary 

Joun A. ANDREW CLINICAL Society, Andrew Memorial Hospital, Tuske- 
gee Institute, Ala., Apr. 13-18. Dr. Eugene H. Dibble Jr., Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 16-18. Dr. Everett S. Diggs, 1211 
Cathedral St., Baltimore, Secretary. 

Missouri Mepicat Association, Sheraton-Jefferson Hotel, St. Louis, 
Apr. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis, Executive 
Secretary. 

NEBRASKA STATE MepicaL Association, Hotel Cornhusker, Lincoln, Apr 
28-May 1. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive 
Secretary. 

Paciric Society oF NEUROLOGY AND Psycniatry, Empress Hotel, 
Victoria, B. C., Apr. 11-12. Dr. Robert M. Rankin, 1621 Southwest 
152d St., Seattle 66, Wash., Secretary. 

State Mepicar Association, Netherland Hilton Hotel, Cincinnati, 
Apr. 15-17. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

Society oF AMERICAN BacTERIOLOGISTS, Morrison Hotel, Chicago, Apr 
27-May 1. Dr. E. M. Foster, University of Wisconsin, Madison 6, Wis., 
Secretary. 

Socrety or Cuiinicar SurcErRy, St. Louis, Mo., Apr. 4-5. Dr. Frank F. All- 
britten Jr., Univ. of Kansas Medical Center, Kansas City, Mo., Secretary. 

SocreETY OF NEUROLOGICAL SURGEONS, Washington-Duke Hotel, Durham, 
N. C., Apr. 18-19. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, 
Secretary. 

SOUTHWESTERN SocreTy oF NuCLEAR MeEpicine, Baker Hotel, Dallas, Tex., 
Apr. 12-13. For information address: Dr. Hugo F. Elmendorf Jr., 730 
Medical Arts Bldg., San Antonio 5, Tex. 

TENNESSEE STATE Mepicat Association, Civic Auditorium, Gatlinburg, 
Apr. 20-23. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Sec- 
retary. 

Texas Mepicat Association, Shamrock Hilton Hotel, Houston, Apr. 
19-23. Mr. C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Execu- 
tive Secretary. 

Unitep States-Mexico Borper HEALTH ASSOCIATION, Juarez, 
Mexico, Apr. 8-11. Dr. Jorge Roman, U.S. Court House, Room 204, 
El Paso, Tex., Secretary. 


May 


ALASKA TERRITORIAL MEDICAL AssociATION, Fairbanks, May 15-17. Dr 
Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Hotel Statler, Boston, 
May 16-18. Dr. Hiram T. Langston, 600 S. Kingshighway, St. Louis 10, 
Secretary. 

AMERICAN BRONCHO-EsSOPHAGOLOGICAL ASSOCIATION, Mark Hopkins Hotel, 
San Francisco, May 21-23. Dr. F. Johnson Putney, 1719 Rittenhouse Sq.. 
Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, Interim meeting, Chase Park Plaza 
Hotel, St. Louis, May 20-24. Dr. Philip Reichert, Empire State Bldg., 
New York 1, Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 4. Dr. William W. Stead, VA Hospital, Min- 


PITMAN-MOORE company 


Division of Allied Laboratories, Inc. « Indianapolis 6, Indiana 


neapolis 17, Secretary. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
| tion magazines and forthcoming network television programs on 
| medical subjects is published each week only for the information 
of readers of THE JourNnaL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


MAGAZINES 


Look, March 11 and 18, 1958 
“Out of the Shadows,” by Father Ralph S. Pfau 
A two-part article on the experiences of an alcoholic priest 
who now helps to bring hope to other alcoholics through 
his work with volunteer groups is featured in this maga- 
zine for two consecutive weeks. 


(Continued on page 38) 
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penicillin 


tablet... 


Potassium Penicillin G Crystalline 


prolonged 


blood levels 


This special tablet was produced to afford the physician 

a new type of penicillin tablet which will pass through the 
stomach with minimal upsets and permit absorption from the 
intestinal tract. It has been reported to produce blood levels 
for a longer interval after administration than other oral 
penicillin preparations tested at the same dose. ‘':”) 


e Administration of 500,000 units on arising and retiring 
provides around-the-clock protection against infections 
due to penicillin-sensitive organisms.'*) 


e Effective blood levels following administration of 500,000 
units HYASORB PENICILLIN tablets found 9 hours after 
administration in all cases and 10 hours after 
administration in the majority of cases." 


References: 


1. Gustav J. Beck, Alvan L. Barach, and 
Harry M. Rose, “A New Long-Acting Ora! 
Penicillin-G Preparation. A Report of 
Serum Levels following its Use’, 
Antibiotic Medicine & Clinical Therapy, 
4, Feb. 1957. 


2. Herbert M. Cobe, Joseph G. McCunney, 
and Anna Troyenosky, “Comparative Studies 
with a New Long-Acting Penicillin-G 
Preparation’, Antibiotic Medicine & Clinical 
Therapy, 7, March 1957. 


3. Alvan L. Barach, Columbia University, 
College of Physicians and Surgeons and 
Presbyterian Hospital, New York, N. Y., 
Personal communication. 
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tablets 

for 


(CHLOROTHIAZIDE) 


EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 

@ Orally effective-nonmercurial-diuretic activity equivalent 
to that of the parenteral mercurials. 

@Excellent for initiating diuresis and maintaining the 
edema-free state for prolonged periods. 

@ Promotes balanced excretion of sodium and chloride— 
without acidosis. 


Any indication for diuresis is an 
indication for 'DIURIL’: 

Congestive heart failure of all degrees of severity; premen- 
strual syndrome (edema); edema and toxemia of preg- 
nancy; renal edema—nephrosis; nephritis; cirrhosis with 
ascites; drug-induced edema. May be of value to relieve 
fluid retention complicating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 


*DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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- INITIATE 'DIURIL' THERAPY 
'DIURIL' is given in a dosage range of from 250 mg. twice 
a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 
2 The dosage of other antihypertensive medication (reserpine, 
hydralazine, etc.) is adjusted as indicated by patient re- 
sponse. If the patient is established on a ganglionic blocking 
agent (e.g., 'INVERSINE') this should be continued, but 
the total daily dose should be immediately reduced by as 
much as 25 to 50 per cent. This will reduce the serious 
side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


aS The patient must be frequently observed and careful ad- 
justment of all agents should be made to determine opti- 
mal maintenance dosage. 


BENEFITS: 


e@ improves and simplifies the management of hypertension 
e markedly enhances the effects of antihypertensive agents 


e reduces dosage requirements for other antihypertensive agents 
—often below the level of distressing side effects 


e smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smooth, more trouble-free management of 
hypertension with '‘DIURIL' 
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NO WAITIN 


in anxiety and hypertension 
NEW fast-acting 


(Harmonyi* and Nembutal®) 


Calmer days, more restful nights starting first day 
of treatment, through synergistic action of 
HaARMONYL (Deserpidine, Abbott) and NEMBUTAL 
(Pentobarbital, Abbott). Lower therapeutic 

doses, lower incidence of side effects. Each 
HARMONYL-N Filmtab contains 30 mg. NEMBUTAL 
Calcium and 0.25 mg. HARMONYL. Each 
HARMONYL-N Half-Strength Filmtab combines 

15 mg. NEMBUTAL Calcium and 


0.1 mg. HARMONYL. Ob 


@Filmtab—Film-seaied tablets, Abbott; pat. applied for 


01060 *Trademark 


Pageant, April, 1958 


J.A.M.A., March 22, 1958 


“The Art of Being Blind,” by Henry Lee 
Blind people appreciate understanding but they do not 
want or need sentimental pity. The author says the blind 
can lead normal business and social lives, raise children, 
and hold down a job. The biggest misconception the 
sightless feel is that the public considers all blind persons 
to be the same. Actually, in taste, temperament, and 
everything else they are as individual as those with sight. 
A blind woman is quoted: “Sighted people are scared of 

the blind. Frightened to death. We have to educate them 

to the fact that we are normal human beings and workers.” 


“The Riddle of Married Love,” by Elizabeth Field, Ph.D. 
According to this article, friction and consternation replace 
romance and love at three distinct periods during marriage. 
These periods occur during the first, seventh, and some- 
where between the 15th and 20th years. The first danger 
period can be met by a realistic acceptance of different 
living standards and relationships. The best way to suc- 
cessfully pass through the “seven-year itch” period is to 
recognize that, in many cases, the wife or husband is not 
seeking a new partner but is searching for another kind 
of gratification which the sex relationship may symbolize. 

As irritability marks the first danger season, and restless- 

ness the second, boredom usually signals the third. 


by 


“The Amazing Drug That Helps High Blood Pressure,” 
Lawrence Galton 

The author says that a new drug, Diuril, promises new 
hope in the treatment of hypertension. 


“How to Get Out of Bed,” by Ed Kiester 
This article presents five rules which may help to make it 
easier for the heavy sleeper to wake up and get out of bed 

in the morning. 


“Happiness Without Pills,” by James A. Pike 
A churchman appraises the use of tranquilizers, sleeping 
pills, liquor—and even hard work—as the means used by 
some to keep from facing life’s troubles. He says, “religion 
itself can be a crutch.” It may be wise to use these 
crutches temporarily, he says, the trouble is that many 
people rely on them too long. 


“Those Wacky, Normal Geniuses,” by Matthew Gant 

The author presents some surprising facts and figures 
about geniuses—their health, manners, morals, brains, size, 
character, and temperament. The public may believe that 
geniuses are mad and wicked. This thought is sometimes 
provoked by geniuses themselves. The author says that 
geniuses are abnormal—they usually are smarter, healthier, 
and happier. 


“The Heart That Wouldn’t Stay Dead,” by John C. Wadlund 
This article contains the story of two young general prac- 
titioners who successfully effected emergency cardiac 
resuscitation through heart massage. Defibrillation was 
carried out with the aid of a frayed lamp cord plugged 
into a wall plug. 


“A Boy’s Quiet Voice,” by Ruth Kolko Cohen 
This article features a moving story of a 14-year-old boy 
who fought against the impossible odds of bone and lung 
cancer. 


Parents, April, 1958 


“How Immunization Protects Your Child,” by Benjamin F. 
Miller, M.D. 
This is a comprehensive review of communicable diseases 
and the many different immunization procedures available. 
The author emphasizes that pregnant women should avoid 
contact with patients infected with German measles. If 
exposed, they should notify their doctor immediately. He 
advises parents not to hesitate to expose their daughters 
to German measles in an effort to protect them from con- 
tacting the disease during pregnancies in later years. 
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"It happened 
at work 
while he 

was putting 
oil in 
something" 


FOR PAIN 


Salts of TABLETS 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


usually within 5-15 minutes 


usually for 6 hours or more 


permits uninterrupted sleep through the night 


excellent for chronic or bedridden patients 


"He couldn't 
swing a bat 
without 
hurting" 


"But Doctor 


gave him 

some nice pe 

pills --and New demi” strength permits dosage flexibility to meet 
h each patient's specific needs. PERCODAN-DEMI provides 
oa the PERCODAN formula with one-half the amount of salts 

ps away of dihydrohydroxycodeinone and homatropine. 

fast" 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May 
be habit-forming. Available through all pharmacies. 


Each Percopan* Tablet contains 4.50 mg. 

Geinone hydrochloride, 0.38 mg. 
terephthalate, 0.38 mg. homatropine terephthalate, “224 mg. 
acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine. 


ENDO LABORATORIES 
Richmond Hill 18, New York 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST) 


MY DAD~— HE HURT HI2@ BACK REAL BAD 
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treatment 


Photograph taken shortly after initial visit to physician 
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> e generalized urticaria following the ingestion of chocolate 


[ e one ‘Teldrin’ Spansule capsule, b.1.d. 


This four-year-old child developed generalized 
urticaria following the ingestion of chocolate. 
Itching was severe. 

She was started on one 8 mg. “Teldrin’ Spansule 
sustained release capsule, b.1.d. Within a few hours 


the itching was relieved, and within 24 hours the 


urticaria had completely cleared. 


| | S | 
* I In pansu eC 8 mg. 
chlorprophenpyridamine maleate sust ed release cay es, S.K..F. 
one of “the best methods available for antihista 
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for pain...as effective as codeine 
without codeine’s liabilities 


NON-NARCOTIC 
Potently Analgesic 


Effectively Anti-inflammatory 


2 ZACTIRIN tablets are equiva- 
lent in analgesic potency to ? 
grain of codeine plus 10 grains 
of acetylsalicylic acid. 


Supplied: Distinctive, 2-layer yellow-and- 
green tablets, bottles of 48. Each tablet 
contains 75 mg. of ethoheptazine citrate 
and 325 mg. (5 grains) of acetylsalicylic 
acid. 
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NOW...two forms 


BUTAZOLIDIN tasters 


phenylbutazone GEIGY 


nonhormonal - anti-inflammatory - anti-arthritic 


BUTAZOLIDIN Alka capsules—The unexcelled potency of BUTAZOLIDIN plus added antacid- 
antispasmodic effect for the benefit of patients with gastric sensitivity. 


BUTAZOLIDIN Tablets — Efficacy proved by more than 150 million patient-days of therapy. 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature before 
instituting therapy 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium 
trisilicate 150 mg’; homatropine methylbromide 1.25 mg 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg 


GEIGY 


wen 
sh 
"7 
> 
ay 
eo. 
: 
| 
N W aes 2 U A l 0 
wz 
ag 
x 
he 
§ 
| 


not an amphetamine, but an oxazine 

Chemically distinct from amphetamine. PRELUDIN provides potent appetite suppres- 
sion with little or no central nervous system stimulation or other undesirable side 
reactions.!° 

patients lose more weight—PreLupIN sharply curtails the patient’s craving for 


food...generally doubling the weight loss achieved by dietary means alone.'?”° 


provides notable safety in complicated obesity—Preupin is not known to 


produce any adverse effect on the cardiovascular system, basal metabolic rate or GEl GY 
glucose metabolism, and may be used in cases of moderate hypertension, chro vic 

cardiac disease or diabetes.?“ 


(1) Barnes, R. H.: A Program of Therapeutic Supports in Obesity, Scientific Exhibit, 106th Ann. Meet., A.M.A., New York, 
N.Y, June 3-7, 1957. (2) Gelvin, E. PR; MeGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1 :155, 1956. (3) Natenshon, 
A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Ressler, C.: J.A.M.A 
165 135 (Sept. 14) 1957. 


Precupin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under 
license from C. H. Boehringer Sohn, Ingelheim. 87658 


original silhouette hand cut by Mochi 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 
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nutritional rehabilitation / not well, but well fed 


he'll be back with the family soon 


he’s being well fed with 


sustagen’ 


Therapeutic food, Mead Johnson 


powder 


the only single food complete in all known 
essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue... helps patients feel better, re- 
cover faster. As the sole source of food or as a 
supplement, Sustagen is easy to take in hospital, 
at home, on the job. 

The booklet “Recipes for Sustagen Beverages” tells your 
patients how easy it is to prepare Javorful drinks. For 
your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


\ Mead Johnson 


Symbol of service in medicine 
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for 


every 
doctor 


Specialty 
MEDICAL 


Journals 


published monthly 


A. M. A. Archives of 

NEUROLOGY and PSYCHIATRY 
Covering results of experimental research and 
practice in mental disease. Foremost medi- 
cal men present Original Articles, Clinical 
Notes, Case Reports, News and Comment, 
Abstracts from Current Literature, Society 
Transactions. Book Reviews. $14.00 yearly. 


A. M. A. Archives of DERMATOLOGY 
Channeling to the physician authoritative, 
cu. ent information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, 
Abstracts from Current Literature, Society 
Transactions, News and Comment. Book 
Reviews. $12.00 yearly. 


return this coupon with remittance — 


A. M. A. Archives of 

INDUSTRIAL HEALTH 

Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal! abstracting and reviews. 
$10.00 yearly. 


A. M. A. Archives of 

INTERNAL MEDICINE 

Devoted to original investigations into the 
nature, diagnosis and treatment of disease. 
“Progress in Internal Medicine” regularly 
featured. Also Clinical Notes, Book Reviews, 
News and Comment. $10.00 yearly. 


A. M. A. Journal of 

DISEASES of CHILDREN 

Well attested, new ideas in Pediatrics. 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
News and Comment pulses advanced pedi- 
atric thought. “Progress in Pediatrics” is a 
frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 
cific problem. Case Reports, Clinical Notes. 
$14.00 yearly. 


A. M. A. Archives of PATHOLOGY 
Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
classification and comment. Case Reports, 
Laboratory Methods and Technical Notes, 
Book Reviews, Notes and News, General 
Reviews. $10.00 yearly. 


A. M. A. Archives of 
OPHTHALMOLOGY 

Important studies on the eye contributed by 
outstanding investigators. Practical hints in 
“Clinical Notes.” New discoveries discussed, 
forum fashion, in “Society Transactions.” 
Reviews, Abstracts from Current Literature, 
Book Reviews, News and Notes. $12.00 
yearly. 


A. M. A. Archives of 

OTOLARYNGOLOGY 

Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibhographic material. Case Reports, Re- 
views, Abstracts from Current Literature, 
Book Reviews and Society Transactions con- 
tribute a strong pattern of specialized infor- 
mation. $14.00 yearly. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN e CHICAGO 10 


Please re my subscription to the specialty journal checked at 


right. OA.M.A. 
Keep my name on list until I ask you to cancel. Remittance for DAMA. 
one year bis enclosed 
(J two years DO A.M.A. 
Name 
A.M.A. 

Address OAM.A. 
City OAM.A. 


U.S.A. & Outside 
Possessions Canada U.S.A. & 
APO's ions 


Arch. Neurology and 
iatry $14.00 $14.50 $15.50 
Arch. Dermatology.......... 12.00 1250 13.50 
Arch. Industrial Health.... 10.00 10.50 11.50 


Arch. Internal Medicine.. 10.00 10.50 11.50 


Jnl. Diseases of Children.. 12.00 12.50 13.50 
Arch. Surgery 14.00 14.50 15.50 
Arch. Pathology .............. 10.00 10.50 11.50 


Arch. Ophthalmology...... 12.00 12.50 13.50 
Arch. Otolaryngology...... 14.00 14.50 15.50 
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SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Camp fabric lumbosacral supports play an im- 
portant part in the conservative treatment of 
orthopedic conditions. They steady and limit 
the motions of the joints, ligaments and muscles 
in injuries and diseased conditions of the low 
back. Available without or with steel upright 
reinforcements or with the Camp spinal brace 
as needed. 


Camp’s Lumbosacral Supports are scientifically 


reg 


designed to give a secure fit to the pelvic girdle, 
the upper lumbar and the low dorsal spine, in- 
cluding the entire abdomen in front, thus giving 
maximum lumbar spine support with greatest 
patient comfort. 


Camp trained fitters will give your patients im- 
mediate service according to your specific pre- 
scription. 


S. H. CAMP and COMPANY 
Jackson, Michigan 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


: The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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The Bartholin Family 


During a review of the aetiology of inflammation and 
cysts of Bartholin’s glands, interest was aroused in the dis- 
coverer of these glands. This led to . . . the tracing out of 
the history of a remarkable family of Danes, who flourished 
in the 17th and 18th centuries. 

The first of the line of medical interest was Caspar Bar- 
tholinus who lived from 1585 to 1629. He was born at 
Malmo in Sweden and was extremely precocious. He could 
read at the age of 3 and by the time he was 13 he was 
composing Greek and Latin verse and delivering public ora- 
tions in those tongues. He studied at Copenhagen, Rostock 
and Wittenberg. . . . It seems that Caspar Primus would 
have been a notable man in any age. . . . When he was in 
Italy he studied under Fabricius ab Aquapendente (1533- 
1619) who was professor of anatomy at the University of 
Padua, which played an important part in the Renaissance 
of Medicine. Fabricius was one of the successors of the 
anatomist Andreas Vesalius (1514-1564), who has been de- 
scribed as the founder of modern anatomy. Other pupils of 
Fabricius were William Harvey (1578-1675) and Olaus 
Wormius (1588-1654)... . 

In 1610, at the age of 25, Caspar Bartholinus took his 
degree of Doctor of Medicine. Three years later he became 
professor of medicine at Copenhagen, and he held this chair 
till 1624. In that year he suffered a serious illness, . . . and 
vowed that if he recovered he would devote himself to 
divinity. He did recover and with apparently characteristic 
brilliance he became canon of Roskilde and professor of 
theology at Copenhagen. ... 

Caspar Bartholinus had 4 children of whom Thomas, the 
second son, is of the most medical interest. The other sons 
were Jacob an orientalist, Erasmus a physicist, and Albert 
a biographer. Thomas was born in 1616 at Copenhagen and 
died at Haagestaed in 1680. He travelled for 9 years to for- 
eign universities. . . . He was a contemporary, at Amster- 
dam, of Regnio de Graaf, who first discovered the Graafian 
follicle of the ovary. . . . Thomas Bartholin first described 
the thoracic duct in man, though it had been earlier de- 
scribed in animals by Pecquet ( 1622-1674), and he gave the 
first full description of the whole lymphatic system in man. 
Also credited to him are Bartholin’s anus, i. e. the aditus ad 
aqueductus cerebri, and Bartholin’s duct, which is the longer 
and larger of the sublingual ducts, though it is probable that 
his son described the latter. .. . 


Thomas Bartholin had 5 sons and . . . the eldest son was 
Caspar Bartholinus or Caspar Secundus (1655-1738). He 
was born in Copenhagen and like his father and grand- 
father he travelled much abroad. His main centres of edu- 
cation were probably Paris, where he came under the influ- 
ence of Duverney, and Amsterdam where he was a pupil of 
Ruysch and Swammerdam. . . . Ruysch, who ultimately be- 
came professor of anatomy and botany at Amsterdam, . . . 
wrote on the mechanics of childbirth. Swammerdam ob- 
tained his doctorate of medicine at the University of Leyden 
with a thesis on respiration. He was the first to show that 
the unaerated lung of a stillborn infant sank in water... . 
In 1672 Swammerdam published a work on the human 
uterus and this was the year in which de Graaf discovered 
the ovarian follicle. At this time Caspar Secundus was 17 
years old. Only 5 years later he published his paper which 
described the vestibulovaginal glands. . . . It seems likely 
that Caspar’s interest in the anatomy of the female genitalia 
was a direct result of coming under the influence of Ruysch, 
Swammerdam and de Graaf. 

Joseph Guichard Duverney (1648-1730) was professor of 
anatomy at Paris, and there is no doubt that Caspar Secun- 
dus was taught by him. As Duverney had described the 
vestibulovaginal glands in cattle, it may be that this prompt- 
ed Bartholin to look for them in woman... . 

Even 3 centuries ago discoveries were rarely made by one 
man working in isolation, . . . any man depends for his in- 
spiration on the climate of thought in which he finds him- 
self.—P. Rhodes, F.R.C.S., M.R.C.O.G., The Bartholin Fam- 
ily, Journal of Obstetrics and Gynaecology, October, 1957. 


The Ultimate Tranquilizer 

Under the benign bed-spread of the ultimate tranquilizer, 
we will all come to rest. Gone will be the spur to inven- 
tion, the drive to reform, the divine dissatisfaction that 
leads to progress. So we will rest, smiling at each other in 
the beatific calm of the ultimate tranquilizer, until some 
neighboring tribe, some rude and primitive people, move in 
on us. They will vanquish us with ease, because no one 
ever thought of giving the tranquilizer to our enemies as 
well as to our friends. And when the dust over our civiliza- 
tion stops being radio-active, a 30th century archeologist 
will find writ on the tombstone of our culture: “Here lies 
the tranquil man.”—Editorial, The Ultimate Tranquilizer, 
The Journal of the Medical Society of New Jersey, Novem- 
ber, 1957. 
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*Tests in a series of 25 patients show that there is 
“a definite and distinct lowering [of both volume of 
secretions and of free hydrochloric acid] in the major- 
ity of patients. ... No patients had shown any in- 
crease in gastric secretions following administration 


of the drug.”” 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1. ATARAX suppresses gastric secretions. 


2. atarax is well-tolerated.? 
(No parkinsonian effect or blood dyscrasias 


ever reported.) 


3. It is effective in 9 of every 10 tense and 
anxious patients. 


4. Five dosage forms give you maximum flexi- 
bility. 
supplied: 10, 25 and 100 mg. tablets, bottles of 100. Syrup, pint 
bottles. Parenteral Solution, 10 ec. multiple-dose vials. 


references: 1. Strub, I. H.: Personal communication. 2. Ayd, 
F.J., Jr.: presented at Ohio Assembly of General Practice, 7th 
Annual Scientific Assembly, Columbus, September 18-19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


in peptic ulcer... | 
does 
increase... 
ATARAX 
actually 
gastric t— 


Nerve Block for Relief of Pain 


In conditions characterized mainly by somatic pain, nerve blocking with Xylocaine is a treatment of 
choice. Relief from pain is almost immediate with a single injection. In addition, Xylocaine has a high 
diffusion coefficient, and the trigger areas are more readily reached even though the injection may 
have been deposited some distance away from the nerve fibers. 


Typical indications in this respect are: 
Torticollis—stiffness and torsion of the head and neck are relaxed and as a rule the spasm does 
not recur. 


Limitation of Motion of Shoulder Joint—subdeltoid bursitis, myalgia of the shoulder muscles, 
and periarthritis due to trauma are all amenable to nerve block with Xylocaine. 


Herpes Zoster—the course of this condition is often favorably influenced by block of the inter- 
costal nerves with Xylocaine. 


Painful Postoperative Scar—infiltration of the tender area with single injection of Xylocaine, 
or repeated blocks, often causes the pain to subside for long periods. 


In addition to speed of action and long duration, Xylocaine is relatively free from sensitivity reactions. 
Even in relatively high concentrations, tissue tolerance to Xylocaine is remarkably good. With Xylocaine, 
and for those cases where vasopressor drugs are not contraindicated, less epinephrine is required B 
than with any other local anesthetic agent. Half a billion injections attest its clinical acceptance. A aM 4 
bibliography of more than 300 published references is available at your request. It explains why it a 

is said: “They rewrote the book for Xylocaine.” 


Slide #171 of a series... 


Next issue— 
Caudal and Peridural Anesthesia 


; 


THE MORE YOU EXPECT 
OF A LOCAL ANESTHETIC 


THE MORE YOU WILL DEPEND 
ON XYLOCAINE 
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EXTRA HANDY! SIMPLE! STERILE! 


__ No jars or soiutions 
No clumsy glass tubes to break 

No nicked sutures or adhering giass splinters 
Sterile needle suture ready for use in seconds 


i it direct to Compact, plastic snap-catch box—3+2" x 242" x Con-— 
coupon us. tains six steriie D & G Atraumatic® Needie Sutures: 
Anecap® Siik, 4-0, % circle regular cutting need*e; 3 

Dermaion® Monofilament Nyion, 4-0, % circle inverted 

*Tragemark gutting needie. Each suture individually protected 


Wuick-opening Surgilope SP Str 


American Cyanamid Company, Surgical Products Division, Danbury, Conn. | 
> com Please send me ™ Emergency Suture Packs, at $4.00 each. l 
DANBURY, CONNECTICUT — Bilt me through my nearest SPD Dealer, or the SPD Dealer | have listed | 
below. 
Producers of Davis & Geck | 
Brand Sutures and Vim Surgical 
Brand Hypodermic Syringes M.D. Supply | 
and Needles. Distributed in (name) Dealer (name) 
anada — | 
(address) (address) | 


: 
SUTURE PACK for bag or office 
| 
| 
| 
| 
i 
ins Ss ‘es 
rom your Surgical Supply Dealer... or 


NEW! 


for the treatment of urinary tract infections 


Tablets 


a highly effective sulfonamide (sulfaethidole) in 
a convenient sustained release dosage form 


exceptional solubility and safety 

h d lowest inactivation (acetylation) of all sulfonamides in general clinical use 
the rug maximum absorption and rapid renal clearance 

broad-spectrum antibacterial activity 


prompt therapeutic blood and urine levels 

24-hour therapeutic blood and urine levels with only 
two tablets ql2h 

simplified regimens with no “forgotten doses” 


the dosage form 


Also available: Sul-Spansion* Liquid 


Sul-Spantab Tablets 


. For urinary tract infections . . . 
) there is no safer or more effective sulfonamide preparation you can prescribe 


Smith Kline & French Laboratories, Philadelphia 


*Trademark for sustained release sulfaethidole (sulfaethylthiadiazole or SETD), S.K.F. 


| 
— 
, 
H 


PAMPHLETS ON 


MENTAL 


Reprinted from 
Today’s Health 
Magazine 


EMOTIONAL HEALTH 
by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you. 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


HYPNOTISM—HUMBUG OR 


HEALING? _ by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


JOE’S NERVOUS BREAKDOWN 
by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 
A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


Write to: Order Department 
American Medical Association 


535 N. Dearborn St. Chicago 10 


(0 Emotional Illness—15c 

Emotional Health—15c 

Joe’s Nervous Breakdown—10c 

The Psychiatrist—10c 

( Hypnotism—Humbug or Healing—10c 


Name 


City 


State 
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Monilial overgrowth 


is a factor 


Combines ACHROMYCIN V with NYsTATIN 


SUPPLIED: 

CAPSULES contain 250 mg. tetracycline HC! 
equivalent (phosphate-buffered) and 250,000 
upits Nystatin. ORAL SUSPENSION (cherry- 
mint flavored) Each 5 cc. teaspoonful contains 
125 mg. tetracycline HCl equivalent (phos- 
Phate-buffered) and 125,000 units Nystatin. 


Basic oral dosage (6-7 mg. per Ib. body weight 
per day) im the average aduit is 4 capsuies or 
8 tsp. of AcHnostatns V per day, equivalent 
to | Gm. cf 


ACHROSTATIN V combines ACHROMYCINt V a 
... the new rapid-acting oral form of ACHROMYcINt 4 
Tetracycline... noted for its outstanding 4 
effectiveness against more than 50 different infections 
---and NYSTATIN... antifungal specific. 
ACHROSTATIN V provides particularly effective 

therapy for those patients prone 

to monilial overgrowth during a protracted course 

of antibiotic treatment. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, ™. Y. > 
oa, 


“Trademark tReg.| Pat. 
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most 
precious 
epilepsy 


To have freedom from fear, 
_ to know security, to feel it, 
 tohaveasense of “belonging” 
. .. these are the hopes of the 
epileptic. Thanks to your 
knowledge and judicious use 
of modern antiepileptic 
therapy, these things are here 
today, tomorrow and every 
day of the epileptic’s life. 
Here are five history making 
_ anticonvulsants which you 
can use to help treat the 
many forms of epilepsy. With 
them, you can give the most 
precious gift of 
all: a normal life. 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott’s anti- 
convulsants...a new 
hydantoin of exception- 
ally low toxicity for grand 
mal and psychomotor 
seizures. 


TRIDIONE® 
(Trimethadione, Abbott) 


PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won’t 
and vice versa. 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with 
low toxicity for treating 
grand mal, petit mal, 
myoclonic and mixed 
seizures symptomatic of 
organic brain damage. 


ANTICONVULSANTS BY ABBOTT _ 


relaxes 
both 


mind 


muscle 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic/no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness/ 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 
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“INFINITELY MORE IMPORTANT 
TO THE PHYSICAL AND MENTAL WELL-BEING 
OF THE INDIVIDUAL WOMAN 
IS THE SECONDARY ROLE OF THE OVARY...’’* 


The role of estrogen as a metabolic regulator influencing skin, bone, and vas- 
cular system, assumes primary importance in the climacteric. 


That is why ‘“Premarin,® natural oral estrogen, is specific in the alleviation of 
menopausal and postmenopausal symptoms. “Premarin” is replacement therapy 
directed at the underlying cause: estrogen deficiency. It improves general me- 
tabolism, stabilizes the vasomotor system, and imparts a “sense of well-being.” 


When severe emotional symptoms are present... 
In certain cases “Premarin” with Meprobamate will be useful until such time 
as these symptoms are relieved — when therapy can then be resumed with 


“Premarin” alone. 


When the physician prefers estrogen-androgen therapy, “Premarin” with Methy]- 
testosterone can be employed to good advantage as combined therapy. 


*Masters, W.H.: Am. J. Obst. & Gynec., 74:733 (Oct.) 1957. 


AYERST LABORATORIES * New York 16, New York * Montreal, Canada 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 5816 
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From the woman’s point of view, nothing about “Premarin” therapy is quite so impressive as the natural 
sense of well-being it imparts. The degree to which the appreciation of this effect is expressed 
justifies the statement that every woman who suffers in the menopause deserves “Premarin.” 


From the doctor’s point of view, he appreciates the fact that 


“Premarin” is NAtUral —all the naturally occurring components of the 
equine estrogen complex 


“Premarin” is rove d by fifteen years of clinical research 


2 
Premarin” is Versatile — useful not only in the menopause but also in 
the wide variety of metabolic disorders which characterize the post menopause 


provide a 
sense of well-being ” 


conjugated estrogens (equine) 


AYERST LABORATORIES + NEW YORK 16, N.Y. - MONTREAL, CANADA 
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TYPICAL FRACTURE IN 
OSTEOPOROTIC BONE 
LEFT FEMUR SHOWS 
NORMAL BONE STRU 


for beneficial effect in all types of osteoporosis 


Osteoporosis occurring after the menopause. 

Osteoporosis associated with high dosage or continued corticosteroid therapy. 

Osteoporosis as part of senility. 

Osteoporosis caused by atrophy of disuse. 

Osteoporosis as part of Cushing’s syndrome. 

Osteoporosis associated with acromegaly. : 


Estrogen and androgen, as combined in “Premarin” with Methyltestosterone, 
have a greater effect on bone and protein metabolism than either one alone. 


AYERST LABORATORIES *« NEW YORK 16, NEW YORK « MONTREAL, CANADA 


618S 


“Premarin”’s conjugated estrogens (equine) 


Bene th Met hy testosterone 
® 
Sey 


OSTEOPOROSIS 

DEFINITE 
HAZARD 
CORTICOSTEROID THERAPY 


“Premarin” with Methyltestosterone 


provides effective therapy 


It is now known that long and continued use of drugs of the corticosteroid 
family frequently causes degenerative bone disease. This is classed as “cortico- 
steroid osteoporosis” and can be treated by the prompt administration of 
“Premarin” with Methyltestosterone. This adverse effect on osteoblastic 
metabolism can be offset by the anabolic action of this well-known estrogen- 
androgen combination. 


In prescribing “Premarin” with Methyltestosterone for corticosteroid osteo- 
porosis — or for any of the other osteoporoses for that matter — you can be 
certain that you are employing a most widely prescribed, natural estrogen 
complex, “Premarin,” in a combination that is effective, well-tolerated, and 
easy to use. 


“Premarin” with Methyltestosterone is available in two potencies: Yellow 
tablets — each contains 1.25 mg. conjugated estrogens, equine (“Premarin” ) 
and 10 mg. methyltestosterone. Red tablets — each contains 0.625 mg. and 
5 mg. respectively. Bottles of 100 and 1,000. 


Bibliography on request. 


AYERST LABORATORIES - NEW YORK 16, N. Y¥. » MONTREAL, CANADA 


“Premarin”® conjugated estrogens (equine) 5820 
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anginaphobia: must anger cause angina? 


Fear of anginal attack may cause a patient to simmer in 
repressed hostility—potentially as harmful as blowing off steam. 


Remove the fear factor by lowering the anginal attack rate. Peritrate, 
a long-acting coronary vasodilator, reduces the frequency and severity 
of attacks, lessens nitroglycerin dependence, increases exercise tolerance. 


For the unduly apprehensive patient (especially early in treatment), 
Peritrate with Phenobarbital relieves tension without daytime drowsiness. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime. 
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HYPERTENSIVE...yet controlled 


with safer combination therapy 


“objective relief... gratifying” 


Rauvera—the combination of alseroxylon 
and alkavervir—is much more effective 
than either drug alone. It virtually 
produces “no postural hypotension, no 
organ toxicity, and no sensitization 
reactions. Tolerance does not develop on 
prolonged administration... hypotensive 
action is steady and prolonged and 
persists over the entire twenty-four 
hours.”! Rauvera therapy can be 
continued over long periods of time. 


“subjective relief...even more 


Alseroxylon and alkavervir ‘“‘when 
combined produce mutual reinforcement 
so that... more severe cases respond,” yet 
**side effects are minimal.’’? Most 
patients feel better, are less tired and are 
free from headaches.’ Anxiety and 
tension are relieved... pulse rate 
slowed...such symptoms as “‘heart 
consciousness,”’ tinnitus, vertigo, 
giddiness and insomnia disappear rapidly 
—leaving a calm and relaxed patient. 


RAU VERA’ 


1 mg. alseroxylon—3 mg. alkavervir in each scored tablet. 
1. Bendig, A.: New York State J. M. 66:2523, 1956. 2. La Barbera, J. F.: Med. Rec. and Ann. $0:242, 1956. 3. Gilchrist, A. R.: Brit. M. J. No. I:1011, 1956. 


SMITH-DORSEY : a division of The Wander Company « Lincoln, Nebraska 
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_. in over 700 published cases 
_of thromboembolic disease 


100 TABL 


BRAND OF PHENINDIONE 


3 


50 mg. 
Cay 
TION: Federal Low 
sing without prescriph 


ay pene 


“cular grec 


See ehelesed ¢ 
WALKER LABORATORIES. nt 


¥ 


MOUNT VERNON N 


HEDULIN is the trademark for the Walker brand of phenindione. 50 mg. scored tablets for therapeutic use; 20 mg. scored 
tablets for prophylactic use. Bottles of 100 and 1,000. 1. Breneman, G. M., and Priest, £. McC.: Am. Heart J. 50:129 (July) 1955. 
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a new skeletal muscle relaxant 
for long-lasting relief 
with practical dosage 


PARAFLEX 


Chlorzoxazonet 


ParaFLEX Chlorzoxazone is 5-chlorobenzoxazolinone, a completely new skeletal 
muscle relaxant. Acting on the spinal cord, ParaFiex selectively depresses the 
multisynaptic reflex arcs which maintain painful muscle spasm. In the treatment of 
arthritic, rheumatic or traumatic disorders in which spasm is present, PARAFLEX pro- 
vides the physician with an unsurpassed combination of specific, practical and clini- 
cally important advantages. 


effe ective action Clinicians report: PARAFLEX was found to be a most effective 
muscle relaxing drug.’ Improvement was noted in advanced osteoarthritis involving 
the spine as measured by decrease in muscle spasm and lessening of pain.? Symp- 
toms were at least partially alleviated in all patients treated.* Therapy with PARAFLEX 
provided gratifying relief—no side effects were noted in this study.* 


long -last ing rel ief An investigator reports on 148 cases: In most patients, the 
beneficial effects of PARAFLEXx persisted for approximately six hours.’ 


practica l dosa ge Dosage of ParaF ex is usually only one or two tablets, three 
or four times a day. In experimental studies, PARAFLEX was from one and one-half to 
three times as potent as other commonly used muscle relaxants. 


side effec t$ Tare In a comprehensive study, not one of 148 patients treated with 
ParaFLEX had to discontinue therapy because of side effects.’ Side effects are un- 
common and seldom severe enough to require discontinuation of the drug.° 
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Clinical results with PARAFLEX 


Number of Number of Comment 


Patients Treated Patients Benefited 


lavestigator Disorder 


Wiesel? 


Holley* 


Settel* 


Passarelli® 


Passarelli® 


advanced osteoarthritis 


wry neck, cervical spondylitis, 


and disc syndrome 


acute low back pain, acute 


traumatic myofascitis, or. 


osteoarthritis 


degenerative and rheumatoid 
arthritis 


varied arthritic, rheumatic, and | 


12 


10 


10 


less muscle spasm and pain 


improvement, ranging from some 
amelioration of symptoms to 
profound relief 


response excellent in nine, good 
in five 


improvement, with less stiffness 
and freer motion 


less stiffness, less pain 


traumatic disorders 


dosage PARAFLEX is administered orally in the form of 250 mg. scored tablets. Relief may frequently 
be obtained on a dosage of one tablet (250 mg.) three or four times a day. Initial dosage for severe 
muscle spasm should be two tablets (500 mg.) three or four times a day. If adequate response is not 
obtained with this dose, it may be increased to three tablets (750 mg.) three or four times a day. As 
improvement occurs, dosage can usually be reduced. 


Brochure available on request. 


supplied Tablets, scored, orange, bottles of 50. Each tablet contains PARAFLEX, 250 mg. 


references 1) Smith, R. T., to be published. 2) Wiesel, L. L., Personal communication. $) Holley, 
H. L., Personal communication. 4) Settel, E., Personal communication. 5) Peak, W. P, and Smith, 
R. T,, to be published. 6) Passarelli, E. W., Personal communication, 


*Trade-mark 
7U.S. Patent Pending 


LABORATORIES, INC. PHILADELPHIA 82, PA. t7aas0 
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A NEW SERIES IN 


Titles in the new series 


® PARENTS’ PRIVILEGE 


for parents of young children 
of pre-school and early 
school age 


®A STORY ABOUT YOU 
for children in grades 4, 5, and 6 


® FINDING YOURSELF 


for boys and girls of 
approximately junior high 
school age 


® LEARNING ABOUT LOVE 


for young people 
of both sexes (about 16 to 
20 years of age) 


® FACTS AREN'T ENOUGH 
for adults who have any 
responsibility for children 

or youth that may create 

a need for an understanding 
of sex education 


prepared by 
Marion O. Lerrigo, Ph.D. 
. Helen Southard, M.A. 


medical consultant 
Milton J. E. Senn, M.D. 


Prepared for the Joint Committee on Health Prob- 
lems in Education of the National Education Asso- 
ciation and the American Medical Association 


distributed by 


ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST. 
CHICAGO 10, ILL. 


Prices of quantity orders of any 


SEX EDUCATION 


Prices of quantity orders of SETS 


SINGLE title 

84.37 
675.00 

ORDER BLANK 
Enclosed is $__.__(no stamps) for the following pamphlet(s): 


Title 

1. PARENTS’ PRIVILEGE 

2. A STORY ABOUT YOU 
3. FINDING YOURSELF 

4. LEARNING ABOUT LOVE 
5. FACTS AREN'T ENOUGH 
Complete set of five 


Please send pamphlet(s) to: 
(Please Print) 


Name. 


Quantity 


Street 


City. 


Zone State 


f 
4 \ > 
| 
are 
5 


Vol. 166, No. 12 


New diagnostic tool greatly improves 
visibility of details in X-rays! 


PHILCO EXICON enables more positive diagnosis 
from “difficult’’ areas of any photographic negative 


Philco’s new ExICON system enables physicians to obtain signif- 
icant information from X-ray negatives which often are beyond 


the threshold of human vision. Using advanced electronic 
techniques, ExiICON will enlarge selected areas of any X-ray 
transparency ... enhance minute differences in gray-scale con- 
trast. Details, formerly imperceptible in the X-ray, are contrast 
enhanced to improve visibility. Moderately opaque solutions 
can be followed more easily through the heart, blood vessels, 
and other organs. Information not readily apparent in X-ray 
negatives is more clearly visible with Ex1con. 


You are cordially invited to visit Philco's special 
EXICON demonstration at our laboratories. Call 
William F. Pigman at TEnnessee 9-4000 (Phila- 
delphia) for your appointment. 


fi 
uses proven flying 
spot television tech- 
niques to greatly en- 
hance X-ray contrasts. 


Actual unretouched X-ray of gall The same X-ray showing contrast 
bladder. Note lack of gray-scale con- enhancement by ExIcon. Note clarity 
trast in suspect area. of detail in suspect area. 


GOVERNMENT 
& INDUSTRIAL DIVISION 


4702 Wissahickon Ave., 
Philadelphia 44, Pennsylvania 
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when your depressed patient is also tense and anxious 


Dexamyl* Tablets 
‘Dexedrine’ (5 mg.) plus amobarbital (% gr.) 


relieve depression, and replace tension and anxiety with a feeling of 
confidence and well-being 


Also available: Elixir and Spansule* sustained release capsules: 
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when your depressed patient is also listless and lethargic 


Dexedrine* Tablets, 5 mg. Smith Kline & French Laboratories, Philadelphia 


dextro-amphetamine sulfate, S.K.F. 


relieve depression, and replace listlessness and lethargy with a feeling 
of energy and optimism 


Also available: Elixir and Spansule* sustained release capsules. 


*T.M. Reg. U.S. Pat. Off. 
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therapeutic versatility, case after case... 
this One drug helps you 
shield your patients 


from many types 


of situational stress 


INJECTION 
TABLETS 
SYRUP 
SUPPOSITORIES 
Psychic- Antiemetic Potentiator of Narcotics, 
Sedative Antihistaminic Anaigesics, end Sedatives 
EQUANIL® 
Meprobamate, Wyeth 
PHENERGAN HCI 
Promethazine HCI, Wyeth 
SPARINE® HCl A Wyeth normotropic drug for 
Promazine HCI, Wyeth nearly every patient under stress 
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In Obstetrical or Pre- and Post- 
operative Sedation: 


PHENERGAN brings quiescence 
to the patient. Psychic seda- 
tive action dispels her appre- 
hension and induces light sleep. 
Antiemetic action both curbs 
and controls her nausea and 
vomiting. Potentiating action 
permits reducing her dosage 
of analgesics and sedatives. 


in Allergic Reactions: 


PHENERGAN alleviates this pa- 
tient’s symptoms by its potent, 
prolonged antihistaminic 
action. it is effective in all 
allergic conditions responding 
to antihistamines—including 
this potient’s allergic derma- 
tosis. Other indications: hay 
fever, drug sensitivities, 


Comprehensive literature 
supplied on request 


In Nausea and Vomiting: 


This pregnant patient's nausea 
and vomiting are past. She 
benefits from the pronounced 
antiemetic action of PHENER- 
GAN. PHENERGAN acts both 
prophylactically and thera- 
peutically, and is indicated 
especially in nausea and vom- 
iting associated with surgery, 
pregnancy, motion sickness, or 
of reflex origin. 


Wizeth 


® 
Philadelphia 1, Pa. 
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Gastric distress accompanying “predni-steroid’ 
therapy is a definite clinical problem —well 
documented in a growing body of literature. 


*“In view of the beneficial responses *“It is our growing conviction * “The apparent high incidence 
observed when antacids and bland diets that all patients receiving oral ster- of this serious [gastric] side effect 
were used concomitantly with prednisone oids should take each dose after in patients receiving prednisone or 
and prednisolone, we feel that these meas- food or with adequate buffering prednisolone suggests the advis- 
ures should be employed prophylactically with aluminum or magnesium hy- ability of routine co-administration 
to offset any gastrointestinal side effects.” droxide preparations.” — Sigler, of an aluminum hydroxide gel.” 
—Dordick, J. R. et al.: New York State J. W. and Ensign, D. C.: J. Kentucky —Bollet, A. J. and Bunim, J. J.: 
J. Med. 57:2049 (June 15) 1957. State M. A. 54:771 (Sept.) 1956. J. A. M. A. 158:459 (June 11) 1955. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA Of CO-HYDELTRA. 


provide all the benefits 
(}- p ld of “Predni-steroid” therapy — 
e plus positive antacid protection 


against gastric distress 


multiple compressed tablets 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
2 dried aluminum hydroxide gel 
and 50 mg. magnesium trisih- 
cate, in bottles of 30, 100, 500. 
® 


PREDNISOLONE BUFFERED 


MERCK SHARP & DOHME ivision of MERCK & CO., Inc., Philadelphia 1, Pa. Oo) 
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REMOVES 
COMMON 


Improves 71% of patients with psychosomatic ills 


Anxiety frequently prevents success in therapy ditions associated with anxiety states, such as 
of psychosomatic conditions. ‘Ultran’ quickly al- premenstrual tension, insomnia, neurasthenia, 
lays anxiety and tenseness. Your therapy for the emotional instability, menopause, pain (adjunct), 
“whole patient” may be more effective when you _ tension headache, and senile agitated states. 
include ‘Ultran’ in the regimen. Pulvules of 300 mg.; usually 1 t.i.d. 

‘Ultran’ is beneficial in a wide variety of con- ‘*‘Uitran’ (Phenaglycodol, Lilly) 


U.S.A. 


874044 


ANDB COMPANY INDIANAPOLIS 6, INDIANA, 


sat 
Say 
; 


THE JOURNAL 


OF THE 


American Medical Association 


Published Under the Auspices of the Board of Trustees 


CHICAGO, ILLINOIS 


VOL. 166, NO. 12 


MARCH 22, 


Copyricnt, 1958, sy AMERICAN MEDICAL ASSOCIATION 


RECENT ADVANCES IN OBSTETRIC AND GYNECOLOGIC SURGERY 


Frederick H. Falls, M.D., River Forest, Ill. 


HE PURPOSE of this paper is to evaluate 
the current practices applied to the prob- 
lems of obstetric and gynecologic surgery 
and state what conclusions I have come 
to regarding their adoption by the general surgeon 
who is faced by these problems in daily practice. 


Obstetric Surgery 


Cesarean Section.—Among these problems, one of 
the most common is cesarean section. In recent 
years the low cervical operation has been adopted 
by the specialists doing obstetrics almost to the 
exclusion of other operations. As an argument in 
favor of this view they cite the results obtained in 
their cases as compared with those done by the 
general surgeon who does an occasional section and 
the general practitioner who only occasionally does 
major surgery. I am convinced that if the specialists 
all decided to do the classic cesarean section and 
the general surgeons and general practitioners all 
adopted the low cervical technique that the results 
would inevitably be better by the former operative 
technique. My reason for this statement is that in 
doing 500 operations personally, in which all cir- 
cumstances were comparable as far as I could make 
them by alternating the operations, no significant 
differences could be observed in the results ob- 
tained for either mother or baby. Operating time, 
mortality, morbidity, postoperative discomfort, re- 
covery time, and danger of uterine rupture were 
the same as far as this small series is concerned. 

More recently the old Monroe-Kerr transverse 
incision in the lower uterine segment instead of the 
longitudinal incision has been advocated. I do not 
use this procedure even though it makes the opera- 


Five hundred cesarean operations were 
done by the same surgeon using alternately 
the classic technique and the low cervical 
technique with longitudinal incision. No sig- 
nificant differences could be observed in the 
results for either mother or baby. The trans- 
verse incision is deprecated because of the 
danger of hemorrhage. The cesarean opera- 
tion should be done promptly if a patient 
with toxemia does not improve within 72 
hours under strict medical management. Tox- 
emia management must be continued after 
operation until albuminuria and hyperten- 
sion have subsided and urinary output is 
satisfactory. Bicornuate uterus and related 
anomalies should be kept in mind as possible 
causes of many varied obstetric difficulties. 
Infected abortions, ectopic pregnancy, and 
sterility still are important problems in ob- 
stetric surgery. In gynecologic surgery many 
important questions remain unanswered, 
especially relating to uterine carcinoma, 
ovarian carcinoma, and leiomyomas. Diffi- 
culties of diagnosis arise from the fact that 
the symptoms of a fibroid tumor may be little 
affected by the presence or absence of an 
associated malignancy and that the combina- 
tion of ectopic pregnancy and fibroid tumors 
is not uncommon. If intra-abdominal hemor- 
rhage is strongly suspected in a woman with 
a fibroid tumor, immediate operation is 
recommended. 


Professor Emeritus of Obstetrics and Gynecology, University of Illinois College of Medicine, Chicago. 
Read before the General Scientific Meetings at the 106th Annual Meeting of the American Medical Association, New York, June 3, 1957. 
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tion slightly easier technically. The danger of ex- 
tension of the incision during delivery to involve 
the broad ligament vessels with consequent severe 
hemorrhage is too great for routine general adop- 
tion. 

Toxemia.—All patients with severe eclampto- 
genic toxemia who do not respond satisfactorily 
by showing improvement under strict medical 
management for 48 to 72 hours should be 
sectioned under local anesthesia if facilities are 
available. After operation the patient should be 
kept on toxemia management until the urine 
shows 1+ albumin or less, the output is 2,000 cc. 
in 24 hours, and the blood pressure has been re- 
duced to 140/100 mm. Hg or lower for 12 hours. 
Beware of giving blood transfusions to these pa- 
tients, especially if they are comatose or are under 
general anesthesia. Transfusion reactions do occur, 
even when the blood is said to be perfectly matched, 
for reasons that are not clear. Women in eclampsia 
have a remarkable increase of the fibrinogen con- 
tent of the blood, and this may interfere with its 
normal reaction to donor blood and cause death 
from anuria and lower nephron nephrosis. 

Bicornuate Uterus.—It is just beginning to be rec- 
ognized that many obstetric complications are de- 
pendent on the anatomic fact that has been known 
for centuries that the human uterus may be bi- 
cornuate instead of pear-shaped. Most of the ex- 
treme forms of this anomaly are easily detected 
and special consideration is given to the manage- 
ment of pregnancy when it occurs in such uteri. 
The important fact that I wish to emphasize is that 
for one of these extreme degrees of this deformity 
there are literally hundreds of the mildest form of 
this anomaly, the uterus arcuatus. When pregnancy 
occurs in such a uterus, it is associated with a rela- 
tively high percentage of complications, such as 
transverse presentations, prolapsed cord, placenta 
previa, premature detachment of the placenta, 
breech, brow, and face presentation, premature 
and postmature labor, abortion, retained placenta, 
and postpartum hemorrhage. The reason for this is 
the fundamental abnormality in musculature, circu- 
lation, innervation, and functional capacity. 

It is equally true that such a uterus is capable of 
harboring a normal fetus and expelling it at or near 
term, and its existence is not suspected even when 
the patient has been observed by expert clinicians. 
Suffice it to say here that the physician will do well 
to observe all complicated obstetric cases for the 
possible presence of this anomaly and take it seri- 
ously into consideration when planning the man- 
agement of such cases. Thus, it may be necessary 
to advise cesarean section for intrauterine asphyxia, 
or version for transverse presentation and/or pro- 
lapsed cord, and also to know the treatment of 
choice for antepartum or postpartum hemorrhage 
of various forms which arise because of anomalies 
in such uteri. 


Many habitual abortions are caused by this anom- 
aly and may be prevented in large measure by the 
proper use of progesterone hormones to inhibit 
the abnormal irritability so frequently seen in 
these uteri and which may well be due to faulty 
innervation. In the more marked forms of the de- 
formity, some success has followed reconstruction 
operations on the uterus, such as removing intra- 
uterine septums and uniting the bodies of the uterus 
didelphys. These are so rare that they are hardly 
important in general surgical practice. Vaginal 
septums producing dyspareunia or dystocia can and 
should be easily corrected surgically. 

Infected Abortions.—Pelvic abscess after septic 
abortion is still with us and demands the same seri- 
ous consideration as formerly, before antibiotic 
therapy. The pus must be carefully located by 
colpocentesis, the vagina and its fascia incised, and 
the abscess opened with a dressing forceps by the 
Hilton method and drained by a T-tube. No further 
surgery should be done at this time and no attempt 
made to explore the abscess cavity or break down 
septums. I have seen fatal peritonitis follow the 
latter procedure. Sensitization tests should be made 
on cultured organisms to aid in selecting the proper 
antibiotic. 

Ectopic Pregnancy.—Interstitial ectopic preg- 
nancy is sometimes missed in diagnosis because the 
pregnant uterus can be felt abdominally by the 
physician. The mother may insist that she has felt 
life and she has missed four or five menstrual 
periods, Rupture is associated with profound shock 
and symptoms of intra-abdominal hemorrhage. The 
operation should be undertaken as soon as possible. 
Because of the damage to the uterine wall at the 
affected cornu, it is usually best to do a hysterec- 
tomy. It is well to remember that, in an emergency, 
blood clots and bloody serum may be removed 
from the abdominal cavity, strained through gauze, 
and injected parenterally with salt solution or 5% 
dextrose solution without crossmatching, typing, 
or Rh factor determination. 

In dealing with ectopic pregnancy I feel that it 
is inadvisable to await recovery from shock before 
operating. The release of the blood in the perito- 
neal cavity is the most important factor in bringing 
about recovery from the shock of rupture. These 
patients do better when operated upon when they 
are under local anesthesia, whether the approach is 
abdominal or vaginal. The latter operation is es- 
pecially valuable in multiparas with moderate 
perineal relaxation and slight descensus. Pudendal 
block is employed on the perineum. The cervix is 
pulled down and 1% procaine hydrochloride ( Novo- 
cain) is injected anteriorly and posteriorly and in 
the base of each broad ligament. The anterior 
fornix is then opened by an inverted T-incision, the 
uterovesical fold opened, and the fundus of the 
uterus delivered through the opening by tenacula. 
As the fundus appears, the ectopic-ruptured tube 
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comes into view, and can be clamped and removed 
rapidly after infiltrating the broad ligament on 
that side. The uterus is then returned to the peri- 
toneal cavity and the inverted T-incision quickly 
closed. If a marked hematocele is present the 
posterior fornix is opened, the clots evacuated, and 
a drain inserted if there is any suspicion of infec- 
tion of the hematoma. 

Sterility —To overcome sterility due to blockage 
of the fallopian tubes, tubal plastic operations con- 
tinue to be attempted. The use of polyethylene 
tubes and other substitutes including arteries, 
veins, and even the appendix have been mentioned. 
The results are so disappointing that the operation 
should not be undertaken except by a surgeon 
specially equipped by training and experience and 
then only after explaining to the patient and her 
husband that there is no assurance that it will re- 
sult in successful pregnancy even if tubal patency 
can be attained. The Stein-Leventhal operation for 
wedge resection of small cystic ovaries results in 
pregnancy sufficiently often to warrant its use in 
otherwise favorable cases, although here also a 
very guarded prognosis is indicated to avoid dis- 
appointment. 

Gynecologic Surgery 


Carcinoma.—Carcinoma of the cervix 
uteri is being attacked in various ways without as 
yet the emergence of a method agreed upon by 
various Clinicians as superior to all others. The most 
intensive study is being made of the significance 
of the so-called intraepithelial carcinoma. What 
will happen to such atypical cells if the uterus or 
cervix is not removed? Are these so-called precan- 
cerous changes reversible either spontaneously or 
by treatment? Can the question be solved by 
follow-up of these cases by Papanicolaou’s smear 
studies? Can repeat biopsies be depended upon to 
give us the exact diagnosis on which to base defini- 
tive treatment? These questions have not been 
answered as yet to the satisfaction ofthe gynecolo- 
gist, and the answer is best sought by combining 
repeated smears and biopsies at intervals. I do a 
total hysterectomy in those patients who continue 
to give suspicious symptoms even though the in- 
vasive cancer cannot be demonstrated and_ the 
woman is still in the childbearing age group. 
Radium therapy followed by total hysterectomy 
including removal of a wide cuff of the upper va- 
gina is advised for stage 1 carcinoma of the cervix, 
with gland dissection if not too extensive involve- 
ment is noted. The wave of revival of the Wertheim 
extensive node dissection has not been followed by 
the hoped for improvement in results, and such 
surgery has led to many urinary complications that 
have been discouraging. Likewise, attempts at de- 
vitalizing malignant cells in the broad ligaments 
by various methods, such as the injection of radio- 
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active colloidal gold or implantation of radioactive 
metals, have not been encouraging, although they 
are still being explored. 

The exenteration operations are still in the ex- 
perimental stage, and most gynecologists feel that 
the good to be accomplished is not worth the im- 
mediate mortality rate and the expense involved 
for hospitalization, blood transfusions and doctors’ 
and nurses’ fees when contrasted with the meager 
benefits derived by the majority of these patients. 

The endometrial carcinomas are being treated in 
most clinics by intracavitary administration of 
radium by the Heyman technique using multiple 
sources of intracavitary radium instead of the tan- 
dem capsule with a vaginal colpostat in each lateral 
fornix. Total radium dosage is 4,000 to 5,000 mg.-hr., 
and a total abdominal hysterectomy with removal 
of adnexa and study of the regional lymph nodes 
is carried out six weeks later. Postoperative x-ray 
treatment based on the findings at operation is car- 
ried out in varying dosage. Some clinics have re- 
ported good results without using radium or x-ray. 
With this I disagree in all except the earliest cases 
where even the diagnosis is in doubt preoperatively. 

Ovarian Carcinoma.—Ovarian carcinoma remains 
the béte noire of gynecologic surgical practice. Al- 
most no advance has been made in reducing 
mortality from this disease. This is because of the 
inexcusable lethargy of the medical profession in 
general and the ignorance and hesitancy of the 
female population regarding routine physical exam- 
ination of the pelvic organs. Until these are over- 
come, I predict that there will be little change in 
mortality from this disease. 

Instead of concentrating attention on new opera- 
tions and new tests for ovarian carcinoma, what is 
needed most is some new thinking regarding its 
elimination from the group of serious diseases by 
early diagnosis. To this end, I should like to make 
the following suggestions: All females should be 
examined by a physician either rectally or vaginally 
or both at least once a year and with the definite 
purpose of determining whether the ovaries are 
palpable and appear to be normal. The findings 
would be carefully recorded and available for com- 
parison with future examinations. 

If an ovary is found to be larger than normal, it 
should be observed by reexamination every three 
months. If it is larger than 5 cm. in diameter 
or if it shows progressive enlargement, it should 
be exposed by laparotomy and its physical char- 
acteristics and attachments studied. It should be 
aspirated and Papanicolaou’s smears made. Biop- 
sies can be studied by frozen sections, and, if these 
are suggestive of malignancy, the ovary is removed. 
If definitely malignant, it should be removed widely 
together with the opposite ovary and the body and 
cervix of the uterus if technically possible together 
with the omentum and any tissue found to be 
densely adherent to it. If it is of the papillary 
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cystadenomatous type associated with marked and 
rapidly recurrent ascites, radioactive colloidal gold 
therapy will help to reduce the speed and discom- 
fort of recurrent ascites but will be of little if any 
help in controlling the malignant growth. Aspira- 
tion of the cul-de-sac of Douglas with recovery of 
malignant cells which can be demonstrated by 
Papanicolaou’s smears is useful in many cases. 

Leiomyomas.—Leiomyomas of the uterus are be- 
ing treated more conservatively in childbearing 
women. Myomectomy is being used in the treat- 
ment of sterility and of habitual abortion. Vaginal 
hysterectomy is being used more frequently using 
morcellation technique, but only after it has been 
established beyond reasonable doubt that there is 
no associated malignancy of the cervix, endocervix, 
or endometrium. A special note of warning is nec- 
essary because the symptoms of a fibroid tumor 
and the same tumor with an associated carcinoma 
are practically identical, and the surgeon will do 
well to assume that all fibroids have potential ma- 
lignancy of sarcomatous or carcinomatous nature 
until he has failed to demonstrate this by appro- 
priate diagnostic procedures. 


Leiomyomas complicate pregnancy in various 
ways. Large subserous tumors located in the pelvis 
frequently appear to block the delivery of a viable 
child. In most cases the developing uterus will 
elevate the tumor and permit spontaneous delivery. 
If this does not occur, cesarean section and 
myomectomy in young women and hysterectomy 
in older women is indicated in most cases, but these 
indications may be reversed for special reasons in 
either group. 

The combination of ectopic pregnancy and fi- 
broid tumors is not uncommon, and the danger is 
that the symptoms of the former may be attributed 
to the obvious fibroid pathology. Diagnosis is ren- 
dered difficult by the fact that the tube in which 
the ectopic pregnancy occurs in many cases is an 
abdominal not a pelvic structure and that inflam- 
matory pathology involving tubes and ovaries is 
frequent with fibroids. The rule is, if intra-abdomi- 
nal hemorrhage is strongly suspected in a woman 
with a fibroid, operate. 

P. O. Box 47. 


MEDICINE AND THE 


AGING POPULATION 


William H. Lewis Jr., M.D., New York 


The Council of the Scientific Assembly of the 
American Medical Association has for some time 
considered for the annual meeting a report on the 
area of medicine concerned with the aging proc- 
esses and the health of the older adult part of the 
population. Through its Council on Medical Service, 
the Association has had an active committee to 
explore the medical, biological, psychological, and 
social aspects of aging and to impress upon the 
practicing physician the important role he can play 
in leadership and responsibility, along with his 
community, in maintaining the health and enrich- 
ing the lives of older citizens. It is premature to 
decide when, and to describe where, widespread 
community health measures may be effective fac- 
tors in the promotion of the health of the older 
population. It is certain, however, that the phy- 
sician has a major task in managing the effect of 
the aging process and age-linked diseases on the 
health of the individual. 


From the Memorial Center for Cancer and Allied Diseases. 
Read before the General Scientific Meeting at the 106th Annual 
Meeting of the American Medical Association, New York, June 3, 1957. 


The medical study of aging concerns ab- 
normal processes and different diseases in 
different age categories. The biology of 
aging has become a major subject for in- 
vestigation by the medical sciences. The 
average life span has been the best index of 
the health of the people. A constant feature 
has been the higher degree of survivorship 
for females at any age group; this is of major 
degree after age 50. Twenty years from now, 
women may exceed men by 40% in the 
older age group after 65. The physician con- 
cerned with the explanation of senescence 
and age-linked diseases is looking to biology 
for explanation and assistance. Scientific and 
mathematical procedures for relating biologi- 
cal functions and longevity are available 
and, for eventual accuracy and value, re- 
quire assiduous and critical study. 
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Brevity requires categorical statements: 
1. The outstanding effect of medical science in 
the 20th century has been the tremendous increase 
in the chances for survival for the individual. 

2. The increase in population in Western civiliza- 
tion in the past 150 years has been due to the 
marked fall in the death rate and to a marked in- 
crease in the average length of human life. It has 
not been due to an increase in the birth rate; the 
birth rate has shown a great decline since 1825. 
These events have come to fruition in the 20th 
century.’ 

3. More than half of the clinical aspects of West- 
ern medical practice are now concerned with the 
health problems of the middle-aged and older 
adu:ts. These problems are chronic, age-linked, 
autogenous diseases associated with the biology of 
the aging organism.” 

4. The major potentials for increase in longevity 
have mostly affected the population in the first 50 
vears of life. Greater longevity with better health 
is now significant and measurable in people past 
50 years of age. 

5. The continuous development of a larger pop- 
ulation of middle-aged and older individuals is 
clearly evident. An accelerated trend has developed 
in recent years, with the introduction of specific 
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Fig. 1.—Survivorship of white males and white females 
at different ages in different eras in 1900, 1940, 1954 by 
original cohort of 100,000 for each group. Source: U. S. 
Life Tables (1900, 1940, 1954).* 


chemotherapies and antibiotic therapies for infec- 
tious disease and with the more effective treatment 
of cardiovascular and malignant diseases. 

6. The increase in the average life span appears 
due more to benefits from improved living condi- 
tions and facilities for treating and eliminating dis- 


ease than to any significant modification in innate 
human characteristics. The human specific age and 
the maximum life span are the same today as cen- 
turies ago. 

7. At present, there are 60 million children and 
young people in the United States, that is, up to 20 
vears of age. There are 60 million younger adults, 
that is, 20 to 44 years of age. There are 33 million 
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Fig. 2.—Life expectancy in years of white males at 
different ages in different eras. Source: U. S. Life Tables.‘ 


aged adults, that is, 45 to 64 vears of age. There 
are 14 million other people 65 and over. In the 
tuture, the larger increase will be in the groups 
under 20 and over 64. Twenty years from now the 
number of children and younger people will in- 
crease two-thirds (70%). Those aged 20 to 44 will 
increase by one-fourth (25%); those of middle age 
by two-fifths (40%), and those over 65 by two- 
thirds (70%).* 

8. The age group that is the most economically 
productive and carries more responsibility for the 
family and for the major activities of the country 
is the middle-age group. It is this group of people, 
especially the men, who are relatively less nu- 
merous. Their proportion will be even smaller in 
the future, though their burdens may increase. The 
burdens could be too great without increasing 
mechanization and automation in production, and 
feminization of the working force. 

9. The existing trend of health, sickness, and 
longevity present an unusual demographic move- 
ment and migration across the boundaries of age, 
with social, economic, and political consequences 
shown by other mass movements of peoples. 
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Three medical guideposts can be described in 
this area of medicine: longevity, age-linked dis- 
eases, and biology. 


Longevity 


Longevity in terms of calendar years can be 
measured by statistical estimates of survival and 
mortality, given in life tables * (fig. 1, 2, and 3). Life 
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Fig. 3.—Life expectancy in years of white females at 
different ages in different eras. Source: U. S. Life Tables.* 


tables are applicable to hum: a beings under many 
different conditions. They are also applicable to 
animals for comparison among species and for ex- 
perimental work. Is the maximum life span or is 
the average or mean life span the statistical measure 
of longevity? The average life span has shown the 
more marked and favorable alternation and has 
been a better index of the health of the people. It 
is calculated from the number of survivors from an 
original cohort of population. The standard cohort 
is 100,000 as shown in the United States Life 
Tables. 

Only 100 years ago the average length of life in 
England and Wales was 40 years; by 1900 it was 
44 years. The improvement in health in the 19th 
century was still so limited that the average life 
expectancy increased only 10 years in the most 
civilized Western countries and less than 10 years 
in the other countries. In England and Wales, the 
average gain in longevity for males during the 19th 
century was four years, and for females six years. 
There had been an appalling rate of mortality in 
infancy. From 1838 to 1854, the mortality for male 
infants in the first year of life was 164 per 1,000 
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and for female infants, 135. In the era of 1891 to 
1900, it was the same. Through the course of the 
19th century in England there was no evident 
change of life expectancy for males after age 30 
and for females after age 40.° 

The striking improvement in the first half of the 
20th century is shown by the marked increase in 
survivorship in the United States. In 1900, 75,000, 
or three-fourths, of the original 100,000 were alive 
at age 25. In 1954, the same three-fourths were 
still alive to age 70. Since 1900, the increase of 
white males reaching age 50 has been one-half, the 
increase reaching age 65 two-thirds. The increase 
has been greater for white females (fig. 1). 

From 1900 to 1954 the average future lifetime 
of white males shows a gain of 26 years, froin 42 
to 68 years. The increase for white females has been 
27 years, from 46 to 73 years. In one decade of 
1910 to 1920, the gain in life expectancy in the 
United States was greater than in the 100 years of 
the 19th century. 

Of special interest is the life expectancy at stated 
years of age or the age-specific life expectancy. 
The improvement in the early part of the 20th 
century was chiefly in the younger age periods. It 
is now apparent after age 50 (fig. 2, 3, and 4). 

If periods of time can be considered similar to 
an entity of disease such as pneumonia, cancer of 
the lung, or coronary thrombosis, a more practical 
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Fig. 4.—Percentage and differential mortality of white 
males and white females by sex and different age groups in 
different eras. Source: U. S. Life Tables.* 
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view of the changing demography of the medical 
population is obtained. Any arbitrary unit of time 
can be selected as a factor of mortality; the sur- 
vivorship for different age groups can be estimated 
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and compared by different eras. In the age unit of 
birth to 5 years of male infants, the survivorship 
increased from 75% in 1890 to 97% in 1954; the 
mortality in 1954 was one-eighth of the 1890 death 
rate, and one-sixth of the 1900 rate. In the age 
unit of 5 to 10 years, for boys, the 1954 mortality 
was 1/13 of the 1890 death rate. The improvement 
is even more significant for white females; in 1954, 
of 500 female children at age 5, there should be 
498 alive with only a loss of 2 by the time age 10 
is reached. This is 18 times better than the 1890 
loss ° ( fig. 4). 

Sex is a striking factor in longevity. A constant 
feature has been the higher degree of survivorship 
for females at any age group. It is of major degree 
after age 50. In the age period from 50 to 65 years, 
twice as many men as women have fallen by the 
way when the 65th year is reached. The same ratio 
occurs on the road from 65 to 75 years, and is less 
thereafter. Twenty years from now, women may 
exceed men by 10% in the age group of 45 to 65 
vears, and by 40% in the older age group after 65. 

These figures illustrate the statistics of longevity 
and population segments specified by age and sex. 
The life tables provide also important human sta- 
tistics by occupation, race, nationality, geography, 
heredity, economic and social systems, and other 
factors. Some are external forces, some such as sex 
are mostly biological forces. 

There are other living organisms for analysis of 
longevity. Of the vertebrates, man has the longest 
life span. He has not used the opportunity to study 
animal longevity except in limited degree. In cer- 
tain insects, a constant rate of attrition occurs with 
age without concentration of mortality in any age 
category. Wild animals apparently die more from 


TaBLE 1.—Contrasting List of Clinically Important Ante- 
mortem Diagnoses and Postmortem Anatomic Age- 
Linked Diseases in a Male, Aged Eighty 


Clinieal diagnosis 
Bronchopneumonia, arteriosclerosis, and senility 
Anatomie Diagnosis 
Bronchopneumonia, right lower lobe 
Emphysema and fibrosis of ‘ungs 
Arteriosclerosis 
Coronary selerosis with fibrosis of myocardium 
Arteriosclerotie nephrosclerosis 
Thrombosis of pulmonary artery, left femoral artery and vein 
Infaret of right lung and spleen 
Focal degeneration in thalamus and left hemisphere 
Hypertrophy of prostate 
Adenocarcinoma of rectum, grade 1 


weakened ability to cope with enemies and natural 
dangers than from biological age. Domestic ani- 
mals are suitable for biometric studies. Being of 
economic importance, they have not been kept 
alive for any significant life table studies. Nature 
is consistent in its higher valuations. As in the hu- 
man species, it gives greater longevity to the fe- 
male in the animal, fish, and insect world.’ 
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Age-Linked Diseases 


The medical study of aging concerns abnormal 
processes and different diseases in different age 
categories. Increase in vulnerability with age can 
be a measure of senescence only when selective 
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Fig. 5.—Adjusted death rates per 100,000 of white males 
and white females at different ages in different eras from 
major cardiovascular diseases. This exemplifies important 
role of age-specific, sex-specific, and disease-specific factors 
in disease and mortality. Source: U. S. Life Tables.‘ 


mortality from age-linked diseases is cancelled out. 
With this exclusion there is obtained a specific age 
at death characteristic for the species under straight 
“physiological” conditions. The biologist expects 
the physician to control the influence of external 
diseases. Then age specific and other external fac- 
tors cannot contaminate his observations of the 
natural and experimental courses of senescence. 
The biologist’s study of senescence and the phy- 
sician’s activities in prevention and treatment are 
interdependent. While with senescence the prospect 
for either party to interfere with or alter its natural 
state is unlikely, the physician can anticipate its 
associated diseases and alleviate its tribulations. 
The medical goals are to counteract decrease of 
longevity and to prolong adult vigorous health. 
Vulnerability is most evident and measurable in 
the individual when he is afflicted by a very specific 
and definitely diagnosed disease. The practicing 
physician may find it very difficult to specify lon- 
gevity on the basis of experience with patients with 
specific impairments because of the wide variations 
which occur. Vulnerability to aging as a long-term 
process and vulnerability to disease are different 
matters. Age at death may not measure decline of 
vitality or premature senescence. The two major 
catastrophic diseases in the “autogenous” group 
are coronary thrombosis and cancer. The attack of 
an isolated lesion such as acute coronary throm- 
bosis too often occurs in the more vigorous and 
energetic middle-aged adult male. In the elderly 
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person with chronic disease, multiple lesions and 
multiple organ involvement are the more common 
occurrence. Mortality for such an individual is ac- 
ceptable (table 1). 

The age-specific, disease-specific pattern of the 
age-linked diseases is exemplified by the cardio- 
vascular-renal group * (fig. 5). The most striking 
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Fig. 6.—Values of certain physiological functions in 
normal men at different age periods. Averages of individual 
measurements by five-year groups of 100 clinically normal 
white males, 20 in each decade from 40 to 90 years of age. 
For cardiac area, average of 10-year groups given. For 
details, see original article.™ 


individual lesion of this group is acute coronary 
artery disease. It is largely concentrated and con- 
sidered to be the most premature cause of illness 
and mortality in 45-to-65-year-old men. Available 
evidence indicates a modest increase in mortality 
from this disease for white males over the last 15 
vears.’ Less than one-fifth of the recorded increase 
is apparently real. Little if any increase has oc- 
curred in similar mortality for white females. There 
are multiple associations in possible causation and 
the variations of mortality from this disease. Dif- 
ferences by age, sex, and race are significant bio- 
logical facts.” At ages 35 to 44, coronary artery 
disease has a mortality approximately 6.6 to 1 in 
white men compared to women. At ages 45 to 54, 
the ratio is 5.3 to 1; then decreases in later years to 
1.4 in the age group of 65 to 84; after age 85 the 
death rates for both sexes are essentially equal. In 
England and Wales, and in Australia, the sex dif- 
ferentials of arteriosclerotic heart disease are quite 
similar to those of white persons in the United 
States. If diet were a factor of greater impetus than 
sex, it would be difficult to explain this wide varia- 
tion in the eating habits of the same type of people 
(except for sex) in the same area with similar diets. 
It is true that these countries are essentially the 
larger meat-eating countries. In Italy and Portugal, 
however, the difference in the sex ratio is much less, 
being 1.5 times for males over females. Whether 
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dietary factors with less intake of meat and animal 
fat, or other conditions, in different countries among 
different groups has primary influence is a question. 

The treatment of cancer has become more effec- 
tive, with cure of a larger number of patients or in 
greater longevity for the individual patient. Oppor- 
tunity for more extensive surgery and more varied 
radiation has been increased tremendously by the 
sustaining measures of modern anesthesia, suppor- 
tive fluid therapy, blood transfusions, and especially 
antibiotic therapy. The complicating infectious ill- 
ness which so often shortened the life of the patient 
with chronic age-linked diseases has been largely 
decreased by the ability to eliminate infections. 

Though in the older person there is usually a 
state of greater susceptibility to, or weakness in, 
disease, it also has an advantageous side. Certain 
diseases in their acute and “younger” forms in 
younger individuals meet with greater resistance or 
have a weaker pattern in their chronic and “older” 
forms in older adult people. Fortunately, that re- 
sistance begins in the first year of life or there 
would be no human inhabitant over 5 years of age. 
The older organism has a better record in resist- 
ance to leukemia than the young. It may induce a 
milder form of diabetes. The severity of hyperten- 
sion may lessen, paroxysmal cardiac disorders may 
abate, angina pectoris may subside with age. Re- 
covery from coronary thrombosis or other acute 
afflictions may be followed by renewed vigor of 
activity. 
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Fig. 7.—Regression of basal metabolism with age in 


normal men. Basal metabolism is given in calories per 
square meter of body surface per hour by the ordinate, 
the age in years by the abscissa. Line I, obtained from 
mathematical equation, given above, of individual results 
on 100 normal men, 20 in each decade from 40 to 90 years 
of age. Standard error of estimate of + 2.70, also shown 
(parallel broken lines). For details, see original report.®” 
For comparison, regression lines shown for other studies by 
Harris and Benedict * (line II); by Boothby, Berkson, and 
Dunn ® (line III); Shock and Yiengst '° (line IV). 
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The effective treatment of specific or pathological 
causes in adult life may not bring more and more 
people to the maximum life span. It will lessen 
premature disability and mortality for many older 
adults. As more individuals continue to live with a 
prolonged disease or impairment, the less is the 
mortality by certain age-specific, disease-specific 
levels. The two leading causes of death, cardio- 
vascular disease and cancer, are now showing a 
slight decline in their specific mortality rate. There 
will be a larger number but not a percentage in- 
crease in the combined age-specific, disease-specific 
mortality at advanced ages. 


Biology 


The biology of aging in man has not been a 
neglected subject. Primary attention was given to 
growth and development from birth through child- 
hood and adolescence to early maturity. Abundant 
descriptive data and criteria have been obtained. 

In adolescence and early adult maturity, certain 
criteria and norms of anthropometric, anatomic, 
and physiological type, including tests of reaction 
to stress, have been available to indicate the physi- 
TABLE 2.—Regression Equations of Certain Physiological 
Functions and Age, with Calculation of Predicted Age in 

Years from the Observed Physiological Functions® 


3. 14-4 
Basal Metabolism Cc 39.14-0.0678A, or A = 
0678 
249-C1 
Cardiae output 40-40) \.oraA 
0.0035 
Systolie pressure SP (6.08 + or A - 
1.083 
DP-77 
Diastolic pressure DP 77.2 + O.OO7A, or A = 
0.00 
136.6-U¢ 
Urea clearance U¢ 136.6 O.912A, or A 
0.912 
BUN-7.56 
Blood urea nitrogen BUN 7.56 + O.1LIGA, or A Th 
0 19 
1.08645-SG; 


Concentration by kidneys: SG 1.03645 + O.00015A, or A 
0.000144 
Vital capacity VC 1280 + 94.5 HT $5.5A. 
, 1380 + 24.5 HT ve 
or : — 


35.5 


* Calculated from individual measurements on normal white males 
“) in each decade from 40 to 90 years of age 
For the various equations: 
A age in years 
© for basal metabolism calories per square meter of body surface 
per hour under basal conditions 
(lI for eardiac output eardiac index, or liters of blood output by 
the heart per square meter of body surface per minute. (Acetylene 
technique of Grollman) 
SP for blood pressure systolic pressure in mm. He 
DP for blood pressure = diastolie pressure in mm. He 
UC for urea clearance by kidneys = per cent of normal urea clearance 
BUN for blood urea nitrogen meg./100 ml. blood 
SG tor concentration test by kidneys specific gravity of urine HeO 
VC for vital capacity volume in ec. related to body size by height 
or HT, in em 
When a number is given before each abbreviated letter, it is the factor: 
tor example, 0.0678 is the factor times given age in years. Conversely, 
the age in years is obtained, with use of the observed metabolism, from 
the equation of the constant, 39.14, minus the observed metabolism in 
calories per square meter of body surface per hour, divided by the 
factor. 


cally fit. Even in the readily assessed and more 
uniform young groups, there are still considerable 
variations and lack of suitable practical method for 
detection of the unfit. Evaluation of the capacity 
and state of an individual at a single moment in the 
life span can be done with facility. Observation of 
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structure or function or activity over a period of 
years is a more difficult and complicated task. In 
clinical assessment there can be more complicated 
effects and more variation in judgment. 
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Fig. 8.—Regression of certain physiological functions with 
age in normal men, from individual values on 100 white 
males, 20 in each decade from 40 to 90 years of age 
Examples given are systolic and diastolic blood pressures 
(mm. Hg); clearance of blood urea by the kidneys (% of 
normal); specific gravity of the urine after 24-hour “dry” 
period; and blood urea nitrogen (mg./100 ml. of blood). 
Two lines are shown for each function: the straight line 
represents the regression equations, with + the standard 
error of estimate also shown by parallel broken lines. The 
curved lines are the smoothed curves of the five-year 
averages and show the inflections or changes that occur 
at specific age points. Short lines with asterisk are average 
values for normal young men. For details, see original re- 
ports.'® 


The biology of aging after the onset of maturity 
has only recently been subjected to disciplined 
study. The physician concerned with the explana- 
tion of senescence and age-linked diseases is look- 
ing to biology for explanation and assistance. He 
finds that, among the life sciences, he must rely 
primarily on the medical sciences as a_ practical 
means for his observations and medical care. Such 
measures and methods as are employed, in the early 
physiological age for the assessment of physical 
fitness, are not suitable to explain resistance to 
disease, such as coronary thrombosis, and to predict 
potential longevity in the more mature adult. 

We do have information which has been care- 
fully collected in recent years on the biology of 
adult aging. Almost all known functions of the body 
have been subject to quantitative measurements to 
relate the physiological state to calendar age. Physi- 
ological age continues on a moving course subject 
to mathematical evaluation. It is not static. It can 
be correlated with age by linear and curvilinear 
equations with or without change or inflection. 
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Such equations can include not only a single vari- 
able physiological function but also multiple vari- 
able functions. In figure 6, a group of cardiovascular 
tests in adult men from 40 to 90 years of age include 
the cardiac size, the cardiac output, the heart rate, 
the stroke output, and the arteriovenous oxygen 
capacity.“ The tests are unchanged with age. 

Physiological variations may be more marked 
between infancy and adolescence than among early 
adult and middle age and elderly age. Let us take, 
for an example, the basal metabolism. In the same 
study of 100 white males, clinically normal, with 
equal groups in the five decades from 40 to 90 years 
of age, there is an average decline of 10% in the 
metabolic rate over the 50-year span, shown by the 
straight line I with the standard area of estimate °” 
(fig. 7). For comparison there are included an 
earlier study on men by Harris and Benedict * (1919, 
line II), by Boothby, Berkson, and Dunn * (1936, 
line III), and most recently by Shock and Yiengst *° 
(1955, line IV). The variations over the 50-year age 
span of this study (line I) are well within the varia- 
tions which may occur between the different normal 
individuals, whether young or older. Comparison, 
even with the earlier occasional observations on the 
basal metabolism since 1899,'' indicates no appre- 
ciable differences among the results for such age 
groups. 

Other tests of the physiological age and calendar 
age, by calculations of the statistical relationship 
between age and the blood pressures,” the vital 
capacity,” the urinary specific gravity,” and the 
blood urea nitrogen,” are shown in figure 8 and in 
the equations presented in table 2. 

To ascribe what happens to people with the pas- 
sage of time and to establish the difference of aging 
normal health, acquired disease, or morbid senility 
is an intricate task. Older age brings about its limi- 
tations, and a decline of activity; function becomes 
a relative term, based on orderly adjustment, with- 
out effects of disease. Though the course of indi- 
viduals over the adult years varies widely, the 
measurable functions are not specific in regard to 
longevity. Instrumental procedures in measure- 
ments can be extremely elaborate and too detailed 
for practical use. There may be other criteria by 
reaction to stress or enzyme, endocrine, and cellular 
conditions which are yet unprobed or conjectural. 
Cellular studies and animal transplants are now 
possible with aging. If transplants of younger tis- 
sues replaced older, factors and compounds could 
be possibly given a senescent or antisenescent, a 
longevity or antilongevity, a rejuvenation or anti- 
rejuvenation rating. 

Certain biological conditions can be changed. In 
children, there can be more rapid physical growth 
by nutritional procedures. Whether this leads to 
unfavorable effects in later longevity requires in- 
vestigation. In domestic animals antibiotic sub- 
stances reduce disease. They also display a catalytic 


phenomenon of growth stimulation and of feed 
efficiency. The later age effect of such biological 
stimulation is speculative, since animals of economic 
importance are not kept alive for biometric studies 
of longevity. Comparison with the biology of the 
vitamins should be remembered in this respect. 

Present consideration of diet to arteriosclerosis 
and coronary artery disease presents paradoxes. 
The calcium '* and lipid ‘* levels, including the 
cholesterol in blood, were the same in men of 70 
to 90 years of age as in men of 30, 40, and 50; 
changes in vascular tissues were far more advanced 
in the older than the younger. A metabolic process 
can lead to cellular changes entirely independent 
of the level of cholesterol intake or of the choles- 
terol content of the blood. 

Attempts to lessen arteriosclerosis in normal peo- 
ple have been pursued in very recent years by 
decreasing the amount of certain fats in the diet. 
This therapeutic nutritional process has its place 
in the treatment of diabetes when the fat meta- 
bolism and the cholesterol effects may be abnormal. 
However, improvement obtained by one person 
with a metabolic disease may be unobtainable or 
unreasonable to expect in the normal person. Oils 
and fats are an essential ingredient in the diet and 
normal development of individuals. There are many 
variations in the type and quantity of fat and the 
conditions under which it is taken and already 
available in various parts of the world. The Eskimo 
uses fresh uncooked fish and animal fat as a neces- 
sary part of his diet for caloric and metabolic needs, 
fresh vitamins, and even as a gourmet’s delicacy. 
Certain tribes of Siberian regions have been re- 
ported to have good health and longevity as a 
result of relying primarily upon the available food 
in mare’s milk.'* In contrast, there has been the 
recent suggestion that the lower incidence of coro- 
nary artery disease in Oriental or tropical popula- 
tions coincides with lower available intake of 
animal fats and with the utilization of the vegetable 
oils, such as olive oil and other unsaturated fats. 
Have we reason to believe that the viability or the 
longevity record is any better in such peoples? In 
fact, it may be less; the resistance to other forms of 
disease may be lowered more than would occur 
with a higher diet of animal fat. 


Summary 


If longevity is one measurement of the impact 
and control of aging and its associated diseases, 
medical science has acquired more specific esti- 
mates of the various forces of mortality and age. 
The accurate accumulation and use of life tables 
is a necessity in any civilized country concerned 
with the health and economy of its population. 
There has been striking increase in the public atten- 
tion to the area of medicine concerned with health 
of older people. 
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The medical sciences have provided considerably 
improved information in the diseases associated 
with aging. The most effective way at present to 
lengthen life is to control age-linked diseases and 
degenerations which shorten life. In the young, 
accidental death is the major cause of loss of life. 
It thus becomes the largest cause of destroyed po- 
tential working hours. In the older adult, cardio- 
vascular disease is the major cause of mortality. It 
thus becomes the largest cause of destroved life 
expectancy. 

The biology of aging has become a major subject 
for investigation by the medical sciences. Definitive 
knowledge is being formed. A more disciplined 
approach is available to replace the philosophical 
discussions of the past. It is possible to measure 
and predict, in the more precise technology of 
science and mathematics, the capacity and longev- 
itv of the individual human being according to the 
various personal physiological functions and capa- 
bilities as exemplified in the final summations in 
figure 9. The eventual accuracy of such predictions, 
involving single or multiple variable equations, will 
require assiduous study and critical correction. 

The biologically plausible evolutionary theory 
has been expressed that increasing age decreases 
the survival value of an individual and _ that 
senescent individuals may threaten the welfare of 
the young. Though pressure groups are phenomena 
of modern society, more value to older lives will 
avoid friction. In this and related issues, the physi- 
cian should be an effective catalyst in promoting 
social stability. With his professional training and 
everyday treatment of individuals, he can be an 
important contributor along with the scientist, and 
the biologist, to good health, duration, and quality 
of individual lives, and to community welfare. 
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NDICATIONS FOR ADENOTONSILLECTOMY.~ Basic indications for adeno- 


tonsillectomy are repeated attacks of acute tonsillitis, obstructive enlargement 


and chronic infection. . . . The farther away the site of the complaint from the 
tonsils, the less is the indication for their removal. Final results from the surgery 


seem to bear this out. Tonsillectomy and adenoidectomy should be avoided in cases 


with nebulous indications, such as poor appetite, abdominal cramps, leg pains and 


failure to gain weight. In such cases the close cooperation of the operating surgeon 


and the pediatrician in evaluating the patient is of utmost importance.—Col. Kenneth 
Somers, M.C., Evaluating the Need for Adenotonsillectomy, Medical Bulletin of the 
U.S. Army, Europe, November, 1957. 
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ASSOCIATION OF FACTORS OF PREGNANCY WITH READING 
DISORDERS IN CHILDHOOD 


Ali A. Kawi, M.D., Dr. P.H., New York 


Benjamin Pasamanick, M.D., Columbus, Ohio 


The literature on reading problems and_ their 
etiology is extensive and rather complex. It contains 
contributions from many disciplines, notably, neu- 
rology, psychiatry, education, and pediatrics. A 
multitude of causes for reading disorders is ad- 
vanced. Studies of the association of reading dis- 
ability with visual disturbances,’ auditory and 
speech difficulties,’ physical deficiency,’ low intelli- 
gence,* and emotional maladjustment * exhibit little 
evidence of etiological relationships of major im- 
portance. On the other hand, studies of a neuro- 
logical basis for reading disability have implicated 
damage to, lack of normal development of, or dys- 
function of part of the brain.* Defective intrauterine 
development, injury at birth, acute infection, disease 
in infancy, and defective postnatal development 
have been pointed out by many workers * as factors 
related to reading disorders. 

A good deal of our knowledge of the cerebral 
physiology of the language faculty of which reading 
is a component is derived from studies of syndromes 
following injury or disease of the brain in adults. 
These studies depend greatly on postmortem exam- 
inations of brains which are traumatized by injury 
or disease. Such approaches to a great extent limit 
the scope of investigations. This methodological 
difficulty, added to the fact that animal experiments 
are of no value in this particular problem, makes an 
attempt at a direct experimental attack on the prob- 
lem quite difficult and at the same time makes the 
use of the epidemiologic approach most useful. 

Our hypothesis that there exists an association 
between maternal and fetal factors and the develop- 
ment of reading disorders in children rests on many 
clinical impressions and observations encountered 
in the literature and in previous studies which have 
indicated that cerebral injury might be implicated. 
The framework of this hypothesis has been adopted 
before by us in investigating a series of neuro- 
psychiatric disorders.“ A continuum of reproductive 
casualty was hypothesized to extend from fetal 
deaths (abortions, stillbirths, and neonatal deaths ) 
through a descending gradient of brain damage 
manifested in cerebral palsy,” epilepsy,'® mental 
deficiency,'' and behavior disorders in childhood."? 
In all these conditions, a positive association with 
prenatal and paranatal abnormalities was found. 


Assistant Professor, Department of Psychiatry, State University of 
New York College of Medicine (Dr. Kawi); Professor of Psychiatry, 
Ohio State University College of Medicine, and Director of Research, 
Columbus Psychiatric Institute and Hospital (Dr. Pasamanick ). 


The hypothesis that there exists an associa- 
tion between the development of reading 
disorders in children and certain maternal 
and fetal factors is part of a broader con- 
cept, in which many neuropsychiatric dis- 
orders are assumed to represent a continuum 
of reproductive casualties of varying degrees 
of severity. Birth certificates were obtained 
for 372 boys with reading disorders, and in 
205 cases the hospital records were located 
with complete information concerning the 
complications of pregnancy and delivery. A 
comparison was made with 205 similar rec- 
ords for boys without reading disorders. Of 
those with reading disorders, 16.6% had 
been exposed to two or more maternal com- 
plications, as compared to 1.5% of those 
without reading disorders. The maternal com- 
plications most highly associated with read- 
ing disorders in the boys were preeclampsia, 
hypertensive disease, and bleeding during 
pregnancy. All of these are apt to lead to 
fetal anoxia. The prevention of dyslexia and 
of related functional nervous disorders there- 
fore depends to a significant extent on the 
prevention of these complications and on 
improved methods of treating them when 
they occur. 


In addition a significant predominance of cases in 
males over females was discovered. The confusing 
terminology in relation to reading problems and the 
wide range of diagnostic criteria make an accurate 
estimate of the incidence of the disorder quite diffi- 
cult and varied (0.2% to 20%). However, it has been 
reported that probably at least 10% of children of 
average intelligence in schools in the United States 
are reading inadequately for their grade placement. 
For all these reasons, it seemed of interest to investi- 
gate the hypothesis that reading disorders in chil- 
dren might be one of the constituents of the postu- 
lated continuum of reproductive casualty. 


Method of Study 


The active case registers of the reading clinics 
of the Department of Education of Baltimore City 
were used as the source for the experimental group. 


Pas 

J 

a 

a. and 

| 

ts! 

« 

ant 

| 

ying 


Vol. 166, No. 12 


Since the incidence of reading failures is known to 
be higher among males than females (72% to 
84%) ** and in order to avoid the interference ot 
environmental factors which are known to be po- 
tential handicaps to reading, the experimental group 
was restricted to white males. The study thus in- 
cluded all white males with an 1Q of 85 or more 
on the Binet scale, who, after having been studied 
through the service of the reading analysis program, 
were found to evidence reading retardation of two 
or more years and to be in need of remedial reading 
instruction. The ages ranged between 10 and 14 
years, with few exceptions above and below that 
age period. These boys represented a relatively 
homogeneous group in which reading disorder was 
the presenting problem bringing the case for atten- 
tion to a special service in the school. Basic identify- 
ing and clinical information was obtained on all 
of them from the reading clinic records, including 
name, birth date, age, grade, address, parents’ 
names, IQ scores, degree of reading retardation, 
and results of the visual survey and audiometric 
test. The records obtained from different clinics 
were matched to discard duplicates. 

The birth register maintained by the Bureau of 
Vital Records of the Baltimore City Health De- 
partment was then searched for the birth certifi- 
cates of these boys. As a control series of births 
with which the children with reading disorders 
could be compared, the next birth reported from 
the same place of birth, matched by race, sex, and 
mother’s age, was selected. If the matched control 
subject had died during the neonatal period, as 
determined either from the birth certificate or from 
the hospital record, this birth was omitted from 
the control series and the next birth with the 
above-mentioned characteristics was selected. The 
following information was obtained on each boy 
and his matched control from the birth certificate: 
place of birth, maternal age, paternal age, total 
number of previous pregnancies, number of previous 
infants born alive and now living, the number born 
alive and now dead, and the number born dead. 
Census tract information was also obtained. 

The boys and their matched controls were then 
divided into hospital and home deliveries. Hospital 
births occurred in 17 hospitals in Baltimore. From 
the hospital records the following information was 
abstracted: total number of previous pregnancies 
of the mothers, numbers of previous abortions, 
previous stillbirths, previous premature births, pre- 
vious neonatal deaths, length of labor, complications 
of pregnancy and labor, operative procedures, birth 
weight, and the condition of the child in the neo- 
natal period. The person obtaining this informa- 
tion from the hospital records was not informed 
whether the birth was that of a boy with a reading 
disorder or that of a control. 
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Birth certificates were located for 372 (61.9%) 
out of 601 white male children whose cases were 
secured from the reading clinics. Of these, 71.8% 
were born in hospitals; there were 105 (28.2%) 
home deliveries and 62 (16.7%) hospital births for 
which no available hospital records were found. 
The hospital births with complete available in- 
formation concerning complications of pregnancy, 
delivery, and prematurity constituted 205 cases 
(55.1%). This report will be limited to the consider- 
ation of some of the findings on this group 

One might question the reliability of inferences 
drawn from cases of reading disability obtained 
from the reading clinics of the public schools and 
which consequently might be expected to have an 
overrepresentation of individuals m the lower socio- 
economic categories. It was possible, however, to 
examine the comparability of the boys with reading 


Taste 1.—Specifie Complications of Pregnancy Among 
Mothers of Children with Reading Disorders (Croup 1) 
and of Their Matched Controls (Group 2)* 


tiroup 1, Group 2 
Maternal Complications No No 
Preeclampsia 5 
1 
Hypertensive disease 
Bleeding during pregnaney 1 
Other puerperal complientionst 1 
Nonpuerperal complications} 
Placenta previa 0 
Premature separation of placenta 
Prolapse and anomalies of cord ) 0 
Breech presentation t 
Other malpresentations ‘ 7 3 
Contracted pelvis and other dystocia y 6 
Other puerperal complicationss 
Total 
* Categories are not mutually exclusive 
Other puerperal complications include nephritis, pernicious vomit 
ne, and pyelitis 
} Nonpuerperal complications include diseases associated with but 
not related to pregnancy 
s Other puerperal complications include postpartum hemorrhage and 


hycramnios 


disability and the controls with regard to their 
socioeconomic status by utilizing census tract in- 
formation which permitted grouping into various 
economic categories. The children with reading dis- 
orders and their matched controls were essentially 
similar with respect to their socioeconomic status. 


Results 


A comparison of the distribution of the various 
complications of pregnancy and_ parturition that 
had occurred among mothers of the children with 
reading disorders and mothers of their matched 
controls is presented in table 1. A total of 104 
complications occurred among the group with read- 
ing disorders, as contrasted to 50 in the control 
group, a difference which is significant at the 5% 
level. In view of the fact that many mothers were 
found to have more than one complication, a fre- 
quency distribution of the children according to 
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the number of maternal complications is presented 
for these groups in table 2. From these comparisons 
we note that for the group with reading disorders 
the percentage of mothers with one or more com- 
plications is 37.6%, as compared to 21.5% for the 
control group, a difference that is also statistically 
significant (p—0.05). 


TABLE 2.—Frequency of Maternal Complications Among 
Mothers of Children with Reading Disorders (Group 1) 
and of Their Matched Controls (Group 2) 


Group 1 Group 2 

Maternal Complications, No. No % No. % 
Dictddedvescorssvesersecsckstepeenpieteesets 128 62.4 161 78.5 
10.3 3 1.5 

cube 13 6.3 0 


An attempt was made to see whether boys in 
the first group differed from their controls with 
regard to characteristics that might explain this 
difference. The higher incidence of complications 
among mothers of children with reading disability 
than among mothers of their matched controls can- 
not be accounted for by differences in mother’s age 
or number of previous pregnancies. 

It is interesting to note that among the boys with 
reading disorders there appear to be more who 
were exposed to multiple maternal complications 
than among the controls. Of the children with read- 
ing disorders, 16.6% had been exposed to two or 
more maternal complications, as compared to 1.5% 
among the controls. 

In viewing the specific types of maternal com- 
plications presented in table 1, we note that those 
that appear to be more highly associated with read- 
ing disorders are preeclampsia, hypertensive dis- 
ease, and bleeding during pregnancy. These com- 
plications are more prone to produce fetal anoxia. 

Because of the previously observed relationships 
between prematurity and other neuropsychiatric 
disorders studied and because of the clinical ob- 
servations that premature infants are move suscep- 
tible to anoxia, a comparison of the prevalence of 
prematurity among the boys with reading disorders 
with their controls was made. The percentage of 
premature babies (those with birth weights below 
2,500 Gm. [5.5 lb.]) in the group with reading 
disorders was 11.5%, as compared to 4.6% in the 
control group. The difference is statistically signifi- 
cant at the 5% level. The lower incidence of pre- 
maturity occurring among the control group than 
among the total Baltimore population is not sur- 
prising. The control group includes males only, 
while the given incidence for the white Baltimore 
population (7.2%) includes both males and females, 
and males are known to have higher birth weights 
than females. In addition, these are prematurity 
rates on surviving infants. 
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Information was obtained from the hospital rec- 
ords concerning the status of the infant during the 
neonatal period. Infant abnormalities that were 
considered were convulsions, cyanosis, and as- 
phyxia. Corroboration of the clinical impressions 
was obtained by information concerning the need 
for oxygen. It is generally accepted that such con- 
ditions are underreported on the hospital record, 
except for the more severe forms. The prevalence 
of these neonatal abnormalities among children 
with reading disorders was 7.8%, as compared to 
3.9% among their controls. These differences, al- 
though statistically not significant, are in the ex- 
pected direction. 

Since neonatal abnormalities and prematurity are 
associated with each other as well as with maternal 
complications, we thought it desirable to summar- 
ize the prenatal and paranatal factors presented 
by disregarding the overlapping that occurs be- 
tween these conditions. Thus, we would consider 
only those children who were exposed to one or 
more complications, prematurity without maternal 
complications, and neonatal abnormalities without 
either maternal complications or prematurity. We 
would then obtain an estimate of the total fre- 
quency of abnormal prenatal and paranatal factors 
in each group. Such a compilation is presented in 
table 3. In our reading disorder group, 45.4% were 
exposed to one or more of these abnormalities, as 
contrasted to 28.2% in the control group. The differ- 
ence is statistically significant (p—0.05). 

It was possible to compare the group with read- 
ing disorders with the controls in regard to duration 
of labor and the types of operative procedures 
performed at time of delivery of these children. 
No essential differences were noted. 

An attempt was made to study the reading dis- 
order group according to prenatal and _ paranatal 
abnormalities and to reading quotients (obtained 


TABLE 3.—Frequency of Various Abnormalities of Prenatal 
Periods Among Children with Reading Disorders (Group 
1) and Their Matched Controls (Group 2) 


Group 1 Group 2 


No % No 
1+ complications of pregnancy....... ‘ 77 37.5 44 21.4 
Premature births without maternal 

10 1.9 8 3.9 


Children with abnormal conditions dur 
ing neonatal period without prematur- 


ity or maternal complications......... 6 »9 6 »9 
Children with abnormalities of prenatal 
and paranatal periods ................. 93 454 8 28.2 


from reading levels and the chronological ages ). 
For this purpose the children with reading dis- 
orders were divided into two groups: those with 
reading quotients below 60 (103 children, or 50.2%) 
and those with reading quotients above 60 (99 chil- 
dren, or 48.3%). The incidence of children with 
complications among the group with reading quo- 
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tients below 60 (56.9%) was found to be higher 
than that among the group with reading quotients 
above 60, the less retarded group (41.9%). The 
differences, however, are not statistically significant. 


Comment 


The configuration of previous reproductive casu- 
alties, prematurity, and maternal complications 
found in abortion, stillbirth, neonatal death, cere- 
bral palsy, epilepsy, mental deficiency, and be- 
havior disorders has also been found to exist among 
this group of children with reading disorders. In 
view of these findings it would appear that a certain 
proportion of reading disorders might be added to 
the continuum of reproductive casualty. The con- 
cept of this continuum appears to be a most useful 
one for investigating the possibility that brain 
damage occurring during the prenatal and para- 
natal periods may have caused sufficient insult to 
result in one or more of a number of neuropsychi- 
atric disorders of childhood. These conditions, of 
which reading disorders is one, can no longer be 
regarded as distinct clinical entities but rather as 
syndromes or symptom complexes. One probable 
cause of these is organic brain damage, manifested, 
depending on the degree and area of injury, by 
cerebral palsy, mental deficiency, epilepsy, be- 
havior disorder, reading disorder, and possibly tics. 

Reading disorders were found in this study to be 
significantly associated with maternal and fetal 
factors thought to be related to cerebral injury. 
Finding such an association does not necessarily 
establish its etiological character. However, in this 
investigation an effort was made to control for 
factors other than those under study and to equate 
the two groups as nearly as possible from the en- 
vironmental point of view. 

It is evident from these findings that the hypothe- 
sis of the continuum of reproductive casualty indi- 
cates an area within which lies the possibility of 
prevention of some of these neuropsychiatric dis- 
orders. Efforts must be directed toward the eradi- 
cation of maternal and fetal abnormalities, since 
these not only influence infant loss but also appear 
to have an effect on the surviving infant. 


Summary 


The prenatal and paranatal records of 372 white 
male children with reading disorders born in Balti- 
more between 1935 and 1945 were compared with 
the records of a similar number of matched con- 
trols. The results of this study appear to indicate 
that there exists a relationship between certain 
abnormal conditions associated with birth and the 
subsequent development of reading disorders in the 
child. Children with reading disorders had a signifi- 
cantly larger proportion of premature births and ab- 
normalities of the prenatal and paranatal periods 
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than their control subjects. The toxemias of preg- 
nancy and bleeding during pregnancy constituted 
those complications largely responsible for the dif- 
ferences found between the two groups. This in- 
vestigation suggests that some of the reading dis- 
orders of children constitute a component in the 
continuum of reproductive casualty, previously hy- 
pothesized to be composed of a lethal component, 
consisting of abortions, stillbirths, and neonatal 
deaths, and a sublethal component, consisting of 
cerebral palsy, epilepsy, mental deficiency, and be- 
havior disorders in children, 
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EVALUATION 


OF SIMPLE PRECIPITATION 


J.A.M.A., March 22, 1958 


TEST FOR 


SYSTEMIC LUPUS ERYTHEMATOSUS 


Kenneth K. Jones, Ph.D. 


and 


Harry E. Thompson, M.D., Tucson, Ariz. 


A simple precipitation test for systemic lupus 
erythematosus was developed when a phenomenon 
observed in the course of the routine analysis of 
cholesterol in patients with rheumatic disease at- 
tracted our interest. Later, the patient in whom the 
precipitate was observed developed a clinically 
diagnostic case of systemic lupus erythematosus. 
This was verified by the L. E. cell test and the 
pathological findings at autopsy. 

This test appears valuable because few of the 
tests for rheumatic and associated diseases are spe- 
cific for any one of them. Most, such as the sedi- 
mentation rate and C-reactive protein tests, are 
indicative of inflammation. The only test that has 
appeared to be specific for systemic lupus erythe- 
matosus is the L. E. cell test of Hargraves and 
others.’ Recently, however, these cells have been 
found in many conditions other than systemic lupus 
erythematosus,’ and frequently L. E. cells cannot 
be demonstrated until the disease is well advanced. 
Furthermore, the L. E. cell test requires examina- 
tion by skilled personnel, which may not always be 
available to the physician. 

Recorded in this study are (1) the report of the 
case in which the phenomenon giving rise to this 
study was first noted; (2) the method and materials 
of the test; and (3) the results of this test in 
patients with systemic lupus erythematosus, in pa- 
tients with other diseases, and in apparently healthy 
individuals. 

In June, 1954, a married female, aged 30, was seen com- 
plaining of pain and swelling of finger joints of both hands, 
wrists, knees, feet, and ankles. The patient reported that in 
July, 1952, she had a “summer flu” with chills and fever, 
which was quite severe. Three months later, numbness and 
blueness were noted in the hands, accompanied by heat and 
swelling of the middle joints of the fingers and knuckles. 
Subsequently the elbows, left shoulder, knees, and feet be- 
came involved. In March, 1953, she became pregnant, and 
during her pregnancy her arthritis became worse. A stillborn, 
full-term fetus was delivered. Subsequently a tubal ligation 
was done on advice of her physician. In February, 1954, 
she went to the Mayo Clinic, where a diagnosis of rheu- 
matoid arthritis was made and symptomatic treatment rec- 
ommended, She was advised to have gold therapy if her 
condition did not improve; however, her home doctor recom- 
mended cortisone instead of gold, and she changed doctors. 
She then received 10 injections of penicillin and streptomy- 
cin, without improvement. She lost 14 Ib. (4.6 kg.) in two 
months. Her knees and feet were so painful that she had 
to be carried. She improved somewhat on coming to Ari- 
zona. The history was not informative except as noted above. 


From the Clinical Research Laboratory. 
Read in part before the Ninth International Congress on Rheumatic 
Disease, Toronto, Canada, June, 1957. 


An unusual precipitate observed during the 
determination of serum cholesterol in a pa- 
tient who later developed disseminated lupus 
erythematosus led to the elaboration of a 
test for this disease. The test reagent isa 12%, 
solution of p-toluenesulfonic acid in glacial 
acetic acid. The test consists in adding 0.1 ml. 
of serum or plasma to 2 ml. of the reagent. 
No precipitate appeared when this test was 
applied in 65 out of 66 healthy people; in 
one, a light precipitate appeared and per- 
sisted for 20 minutes, but redissolved on shak- 
ing. Applied in 30 patients in various stages 
of systemic lupus erythematosus, the test gave 
precipitates, the amount and character of 
which paralleled the severity of the disease. 
In 12 of the 13 acutely ill patients there was 
a heavy precipitate with this test. When this 
appeared as a glassy gel that resisted rub- 
bing and shaking it was graded 4-+-. Alto- 
gether 760 tests were done on 311 subjects. 
Very few false-positive results were found. 
The test seems to be of value in the differential 
diagnosis of systemic lupus erythematosus and 
to afford a measure of the severity of the 
disease. 


The pertinent findings on physical examination revealed a 
thin woman with a malar flush and an oral temperature of 
100 F (37.7 C). There was turgesence of the nasal mucosa 
bilaterally. The vessels of the retinas were normal. Examina- 
tion of the chest revealed an occasional moist rale, not 
cleared by coughing, at both lung bases. Examination of the 
heart exhibited no abnormality. The spleen and liver were 
not enlarged. Examination of the muscles and joints revealed 
a dusky redness of both hands, which became cyanotic 
(grade 1) when they were allowed to hang dependently. 
Swelling and tenderness (grade 1) were present in all inter- 
phalangeal and metacarpal-carpal joints bilaterally. Swell- 
ing, tenderness, and limited motion (grade 1) were present 
in both wrists. There was 10% limitation of abduction of the 
left upper arm at the shoulder, and pain was present on 
forced internal and external rotation at the shoulder joint. 
Examination of the lower extremity exhibited tenderness 
(grade 2) of the tarsal-metatarsal joints bilaterally. The 
other joints exhibited no change. 

The pertinent laboratory findings included the following 
data: erythrocyte count, 4,160,000 per cubic millimeter, 
hemoglobin level, 11 Gm. per 100 cc.; total leukocyte count, 
9,200 per cubic millimeter, with segmented cells, 63%, band 
cells, 5%, lymphocytes, 25%, monocytes, 4%, and eosino- 
phils, 3%; and a sedimentation rate of 133 mm. per hour 
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corrected (Westergren). Urinalysis revealed the following 
data: the urine was clear, with a specific gravity of 1.012, 
pH 5.5, and a trace of albumin. There were five leukocytes 
per high-power field and one to three hyaline casts per low- 
power field. A search for L. E. cells, both by the Lee and 
by the Haserick method, revealed no L. E. cells. 

It was noted that in the cholesterol determination (the 
total was 126 mg. per 100 cc.), which was estimated by the 
method described by Pearson, Stern, and McGavack,* a 
glassy, heavy precipitate appeared on addition of the serum 
to the p-toluenesulfonic acid reagent. This was observed on 
the first analysis, and subsequently it was always present 

The diagnosis was severe chronic atypical rheumatoid 
arthritis, grade 2. It seemed that the diagnosis of systemic 
lupus erythematosus could be ruled out at this time. Treat- 
ment consisted of 5 mg. of cortisone, given orally four times 
daily, salicylates, vitamin supplement, exercises, contrast 
baths to hands and feet, gold therapy, restricted sunbathing, 
and blood transfusions. A mild follicular rash, thought to be 
due to heat and not gold therapy, appeared across the face 
and shoulders. The patient improved clinically, but weight 
did not increase; the anemia persisted, and the sedimentation 
rate remained elevated. After therapy was begun, the 
erythrocyte count was 3,610,000 per cubic millimeter, with 
a hemoglobin level of 10.8 Gm. per 100 cc. The leukocyte 
count was 6,000 per cubic millimeter, with a normal distri- 
bution. The sedimentation rate was 120 mm. per hour cor- 
rected. Serial urinalyses were within normal limits. The 
serum cholesterol level was 120 mg. per 100 ce., the protein 
precipitate was heavy, and the color of the cholesterol re- 
action was olive green instead of the normal blue-green. 

In December, 1954, the patient continued to improve, al- 
though the anemia was still present and the sedimeutation 
rate was elevated. She then developed moderately severe 
tracheobronchitis and pneumonitis. She was hospitalized for 
12 days. Treatment consisted of blood transfusions, anti- 
biotics, and corticotropin. Laboratory findings for the first 
time revealed many L. E. cells in the peripheral blood on 
successive occasions; however, on discharge from the hospital 
she was considered improved. Adrenocortical steroid treat- 
ment was continued, but a similar episode recurred three 
weeks later. She was again hospitalized, her condition again 
responded to treatment, and she was discharged 17 days 
later. She remained fairly well until March 16, 1955, when 
suddenly she had severe pain in the right side of the chest 
radiating to the spine, nausea, and vomiting. She was coma- 
tose when admitted to the hospital. Severe shock was pres- 
ent, and neither blood pressure nor peripheral pulse could 
be obtained. Therapy, which included oxygen administration 
and intravenous administration of levarterenol (Levophed ) 
bitartrate and hydrocortisone, was unavailing, and the pa- 
tient died 36 hours after admission. 

The clinical diagnosis was systemic lupus erythematosus 
with secondary cerebral vascular hemorrhage causing death. 
The anatomic diagnosis at autopsy, based on gross and 
microscopic findings, was disseminated lupus erythematosus, 
terminal “brain purpura” (“acute hemorrhagic encepha- 
litis” ), angiomyolipomatous hamartoma of left kidney, moder- 
ate generalized atheroarteriosclerosis, arrested granulomatous 
inflammation (probable tuberculosis) of the left lower pul- 
monary lobe, and residual evidences of laparotomy. 


It should be noted that, in the case recorded 
above, L. E. cells could not be demonstrated on the 
first examination, although the diagnosis of systemic 
lupus erythematosus was considered at that time. 
Perhaps more significant (if it had been realized ), 
was the appearance of the heavy precipitate during 
the cholesterol determination six months prior to 
the time that L. E. cells were demonstrated and the 
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clinical diagnosis obvious. It was the observation 
of the appearance of a precipitate in the serum 
during determination of the cholesterol level that 
initiated the study to determine if this test was 
of diagnostic value in systemic lupus erythematosus. 
During the following two years the technique and 
method of recording this test were developed. 


Test Reagents and Method of Recording 


The test reagent is a 12% solution of p-toluene- 
sulfonic acid (Eastman 984) in glacial acetic acid. 
This solution keeps indefinitely at laboratory tem- 
perature. The test may be done with either serum 
or plasma. Dry glassware should be used, since 
the presence of more water than is carried in the 
serum or plasma interferes with the sensitivity of 
the test. 

The test is performed by placing 0.1 ml. of serum 
or plasma in a test tube and pipeting 2 ml. of the 
p-toluenesulfonic acid solution down the side of the 
tube. The tube is shaken, allowed to stand 20 min- 
utes, then reshaken. The result of the test is esti- 
mated as follows: 1. If no clot or precipitate is seen 
after the addition of the test reagent or if it dis- 
appears on shaking, the reaction is termed negative. 
2. If a precipitate persists 20 minutes after shaking 
and standing but then disappears on reshaking, the 
reaction is termed 1+-. 3. If a precipitate persists 
after reshaking and standing 20 minutes, the re- 
action is termed 2+. 4. If the precipitate is heavy, 
the reaction is termed 3+. 5. If the precipitate 
appears as a glassy gel that clings to the tube and 
resists shaking or rubbing, the reaction is termed 
t+. 

Results 


Seven hundred sixty determinations were re- 
corded on 311 individuals. Many of these patients 
were under our personal observation; therefore, 
serial samples of the serum could be tested. Only 
the diseases in which a definite clinical diagnosis 
was established are included here (table 1). 

Collagen Diseases.—Included in the group with 
collagen diseases were patients with systemic lupus 
erythematosus, generalized polvarteritis, general- 
ized scleroderma, and dermatomyositis. 

Systemic Lupus Erythematosus: In the group with 
systemic lupus erythematosus were 30 patients 
whose diagnosis had been substantiated in all cases 
by demonstration of adequate numbers of L. E. cells 
(L. E. cells were present or had been found previ- 
ously), by biopsy, or by examination at autopsy. 
Thirteen patients were acutely ill; of the 13, 12 
patients exhibited test results of 2+ to 4+ and one 
patient, 1+. The other 17 patients were not acutely 
ill (i. e., their disease was in a clinical remission or 
it was controlled by therapy, usually with adreno- 
cortical steroids or corticotropin). Of these 17, 11 
showed negative results and 6, 1+. 
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In the acutely ill group, 3 patients died, each of 
whom exhibited strongly positive test results both 
before and after therapy. These results continued 
to be strongly positive, despite intensive adreno- 
cortical steroid, corticotropin, and other therapy, 
to the time of the patients’ deaths. The patients 
who remained severely ill showed continuously ele- 
vated test results. Those patients who responded 
to therapy, however, exhibited a fall to 1+ or nega- 
tive test results. It was also observed that the re- 
action became more positive when an exacerbation 
occurred. 

The following case report demonstrates a strong- 
ly positive reaction prior to treatment, a decrease 
in positivity as the disease was controlled by inten- 
sive steroid therapy, and an increase in positivity 
when an exacerbation occurred. 


TaBLe 1.—Results of Precipitation Test in Patients with 
Collagen and Rheumatic Diseases and in Patients 
with No Apparent Disease 
Test Result 


— 


Positive 
Patients, Negative, 
Total No. of No. of 
Diagnosis No. Patients Patients Reaction 
Collagen diseases 
Systemic lupus erythematosus... 30 
58 ++ 
1 + 
State of remission ........... 17 11 6 + 
Periarteritis nodosa ........... 3 3 
Generalized scleroderma ....... 3 3 ee 
Dermatomyositis .............. 2t 2 
Rheumatic diseases 
Rheumatoid arthritis .......... 2 
Acute (peripheral) ........... 4 4 eee 
Chronic (peripheral) ......... 66 60 5 + 
1 
7 7 
5 3 1 ++ 
1 + 
Degenerative joint disease ....... 18 18 
Metabolic joint disease .......... 8 8 
Acute gonorrheal arthritis ....... 1 1 . 
No apparent disease ............. 66 65 1 + 


* Biopsy done in 2 patients, autopsy on 1. 
+ Biopsy done in all patients. 

3 2 deaths. 

$1 death. 


A 38-year-old woman, who previously had been in .good 
health, noted the onset of weakness, swollen feet, shortness 
of breath, and pain in the left side of the chest approximate- 
ly six weeks after dental extractions were done with the aid 
of local anesthesia and without supplemental administration 
of antibiotics. These symptoms had been more marked the 
week before she saw her physician. He noted an oral tem- 
perature of 102 F (39 C), pulse rate of 100 per minute; 
marked anemia, with an erythrocyte count of 1,700,000 per 
cubic millimeter, and a hemoglobin level of 7 Gm. per 100 
cc.; and albuminuria. X-ray of the chest revealed the condi- 
tions of the heart and lungs to be within normal limits. She 
was admitted to the hospital, and a battery of diagnostic 
procedures was carried out. 

The pertinent laboratory findings included the following 
data: erythrocyte count, 2,130,000 per cubic millimeter; 
hemoglobin level, 7.4 Gm. per 100 cc.; leukocyte count, 


J.A.M.A., March 22, 1958 


7,200 per cubic millimeter, with segmented cells, 60%, band 
cells, 2%, and lymphocytes, 38%; hematocrit, 20%; sedi- 
mentation rate, 66 mm. per hour ( Wintrobe); and total pro- 
tein content, 5.75 Gm. per 100 cc., with albumin, 2.83 Gm. 
per 100 cc., and globulin, 2.92 Gm. per 100 cc. of serum 
and a reversal of the albumin-globulin ratio (0.94 to 1.0). 
Serial urinalyses exhibited occasionally, but not always, al- 
bumin 1 to 3+, 12-15 white blood cells per high-power 
field, finely granular and pus casts, and a rare blood cell. 
The cephalin-flocculation was 4+ in 24 hours. Search for 
L. E. cells revealed, first, occasional structures suspected of 
being L. E. cells, three days later, strongly positive L. E. 
cells, and, two weeks later, a few L. E. cells, considerably 
reduced in number over that seen in the original smear. 
X-ray examination revealed only a slightly enlarged spleen. 
The day after the patient’s admission, a phlebothrombosis 
in the medial aspect of the left upper leg appeared, the 
liver was palpable 2 fingerbreadths below the right costal 
margin but only slightly tender, the spleen appeared to be 
larger than normal, and a systolic murmur was heard at the 
apex. Chills, followed by fever with spikes to a maximum 
temperature of 103 F (39.5 C), was present. 

A consultant was called, whose report concluded as fol- 
lows: “It is my impression that this patient has an acute 
systemic lupus erythematosus, probably precipitated by her 
extractions. There seems to be no evidence of subacute bac- 
terial endocarditis, and there is systemic involvement of 
many organs, including the spleen, the kidneys, the liver, 
bone marrow and the large vein in the left thigh. It is 
probable that the initial edema was due to two factors; 
probable kidney involvement and a marked anemia, as well 
as the onset of this general systemic disease. I am not sure 
that kidney disease can be entirely ruled out as a primary 
cause, however. I believe that it is secondary to systemic 
lupus erythematosus.” 

Subsequently, antibiotic therapy was discontinued and 
treatment consisted of administration of salicylates, blood 
transfusions, and symptomatic therapy. Excision and exam- 
ination were done of the thrombosed vein and of an axillary 
lymph node. Microscopic examination of these tissues re- 
vealed “mild phlebosclerosis and lymphoid hyperplasia.” 
The course of the disease continued unchanged for 12 days 
after the patient’s admission, when pleurodynia again ap- 
peared. Prednisone (Meticorten) was added to therapy in 
doses of 7.5 mg. per day. Two days later, the dose was in- 
creased to 15 mg. per day, five days later to 30 mg., and 
the following day to 60 mg. After this dose, the patient 
became afebrile. The dosage of prednisone was then re- 
duced to 40 mg. daily, and she was discharged 23 days 
after her admission to the hospital. 

The serum test reaction of this patient three days after 
admission was recorded as 2+. The report of the L. E. 
cell test (peripheral blood) at this time indicated the pres- 
ence of occasional structures resembling L. E. cells. The 
serum was again examined seven days after admission, 
prior to steroid therapy, and was found to give a 3+ reac- 
tion. The peripheral blood test revealed strongly positive 
L. E. cells. One week after intensive steroid therapy was 
begun, this result was 1+ and the peripheral blood test re- 
vealed few L. E. cells. After her discharge from the hos- 
pital, the patient remained fairly comfortable at home and 
prednisone dosage was gradually reduced. This test con- 
tinued to give 1+ reactions for approximately two weeks. 
She then developed a respiratory infection with chills, fever, 
and cough. The positivity of the serum reaction this time 
rose to 3+. Prednisone dosage was again increased to 60 
mg. per day, and penicillin was given. The serum reaction 
one week later was negative. Prednisone dosage was again 
reduced and the test result became 1+. It remained at that 
level for one month, when it rose again to 3+. The patient 
was again hospitalized. Severe anemia, fever, and pleuritis 
were present. Phlebothrombosis of the deep femoral vein 
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appeared, followed by a large pulmonary infarction. There 
were moderate numbers of L. E. cells present at that time 
in the peripheral blood. Again she responded to systomatic 
measures plus 60 mg. of prednisone and 40-80 units of corti- 
cotropin (ACTH) daily. Thirty-one days after this admis- 
sion, the test result was 1+; 60 and 80 days later it was 
negative. Prednisone dosage was again gradually reduced, 
but 110 days after her last admission a large gluteal abscess 
appeared, containing 700 cc. of pus which showed Escheri- 
chia coli on culture. The test at this time gave a 3+ reac- 
tion, and the peripheral blood exhibited moderate numbers 
of L. E. cells. Sixty days after this last episode, the patient 
was greatly improved. She is, at the time of writing, asymp- 
tomatic. The serum reaction is negative, and her condition 
is being maintained with 7.5 mg. of prednisone daily. 

While all the patients with systemic lupus ery- 
thematosus reported here exhibited at some time 
adequate numbers of L. E. cells for diagnosis, the 
test presented here has not been correlated with 
the demonstration of L. E. cells in these patients. 
In one case this test was strongly positive (i. e., at 
a diagnostic level of 4+) six months prior to the 
appearance of L. E. cells in the peripheral blood; 
in several patients in clinical remission or on in- 
tensive steroid therapy, L. E. cells were found when 
this test gave either a negative or a 1+ reaction; 
and, in a few instances, patients who had previ- 
ously shown both L. E. cells in the peripheral 
blood and a positive test (at diagnostic levels ) later 
were found to have no L. E. cells and a negative 
test. 

Severe Generalized Periarteritis Nodosa ( Poly- 
arteritis ): Serums of three patients, two males and 
one female, with severe generalized periarteritis 
nodosa were tested. In all three cases, the clinical 
diagnosis was established and confirmed (two by 
biopsy, and one on postmortem examination ). The 
tests, both before and after treatment, were all 
negative. Serial tests have remained negative in 
two patients. In one patient, they were negative 
until his death. 

Severe Generalized Scleroderma: Three patients 
with generalized severe scleroderma, in whom the 
clinical diagnosis was confirmed by biopsy, ex- 
hibited negative tests. 

Dermatomyositis: The results of serial tests in 
three patients with dermatomyositis, confirmed by 
biopsy, were found to be negative. 

Rheumatic Diseases.—Patients with rheumatic 
fever, rheumatoid arthritis, degenerative joint dis- 
ease, metabolic joint disease, and gonorrheal arthri- 
tis were tested (table 1). 

Rheumatic Fever: The serums of five patients 
with acute active rheumatic fever and of 20 pa- 
tients in the subacute or convalescent stage of this 
disease all showed negative reactions. 

Rheumatoid Arthritis: Serial testing was done 
on 82 patients with rheumatoid arthritis. These 
cases were as follows: acute rheumatoid arthritis, 
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4; active chronic rheumatoid arthritis, 66; active 
chronic rheumatoid spondylitis, 7; and active chron- 
ic juvenile rheumatoid arthritis, 5. Six of the 66 
patients with chronic rheumatoid arthritis and 2 of 
the 5 patients with chronic juvenile rheumatoid 
arthritis had slightly positive tests. The other 74 pa- 
tients had negative tests. 

Degenerative Joint Disease (Osteoarthritis ): 
Serial tests were done on 18 patients with advanced, 
symptomatic degenerative joint disease. These tests 
were all negative. 

Metabolic Joint Disease and Gonorrheal Arthritis: 
Seven patients with chronic gouty arthritis and one 
with acute gouty arthritis (nontophus) showed 
negative results when their serums were tested. The 
test also proved negative in one patient with acute 
gonorrheal arthritis. 

Diseases in Which Test Was Negative.—The dis- 
eases for which negative tests were obtained and 
the number of patients are as follows: syphilis, 14 
with strongly positive serologic tests (Kline, Vene- 
real Disease Research Laboratory (VDRL), and 


Taste 2.—Data on Patients Who Had False-Positive Tests 


Test Results 
No. 0 No. of 
Diagnosis Patients Patients Reaction 
Hepatitis 
Viral + 
1 
Homologous serul J 
Fulminating multiple myeloma l ie 
1 
Disseminated coccidioidomycosis 
with vertebral granuloma 1 + +++ 


quantitative titer); far-advanced pulmonary tuber- 
culosis with cavitation, 15; diabetes mellitus, 6; 
carcinoma with multiple metastasis to bone, 4; 
mvelogenous leukemia, 1; cirrhosis of liver, 1; ne- 
phrosis, 1; acute glomerular nephritis, 1; acute non- 
disseminated coccidioidomycosis, 2; heart disease, 
4 (2 with arteriosclerotic, 1 with hypertensive, and 
1 with rheumatic heart disease, none decompen- 
sated); subacute bacterial endocarditis, 1; acute 
myocardial infarction, 1; pregnancy (5 months ) 
with emphysema and asthma, 1; severe bronchiec- 
tasis, 2; parasitic infestation, 2 (1 with amebiosis 
and 1 with trichuriasis; dermatitis, 3 (2 with gold 
sensitivity and 1 with allergy); sympathectomized 
Buerger’s disease, 1; obstructive jaundice, 1; and 
multiple myeloma (asymptomatic ), 1. 

Diseases in Which a False-Positive Result Was 
Obtained (table 2).—Strongly positive tests (3 to 
4+-) were obtained in four patients with hepatitis, 
but one patient with viral hepatitis showed a re- 
action of 1+. The serum of one patient with dis- 
seminated coccidioidomycosis with granuloma of 
the bone showed a strongly positive reaction (4+ ), 
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and at the time of writing this reaction has remained 
the same on serial testing. Two patients with a 
fulminating and fatal multiple myeloma showed 
reactions of 4+. Results of the test in 11 patients 
with discoid lupus erythematosus were negative in 
8 and positive in 3 (1+). 

Results of Test in Apparently Healthy Individu- 
als (table 1).—The test was negative in 65 of 66 
apparently healthy people. Only one individual 
exhibited a result of 1+. Though a careful exam- 
ination was made, there appeared to be no disease 
present. 

Comment 


From this study it seems evident that untreated 
patients who are acutely ill with systemic lupus 
erythematosus will show results of 2 to 4+ with 
this test, while those on intensive steroid therapy 
(adrenocortical steroids or corticotropin) or other 
therapy may show negative results or, at the most 
results of 1+, unless the disease progresses, in 
which case the results may become elevated. Simi- 
larly, those patients whose condition is in remission 
may show only 1+ or negative results. There is 
some evidence that this test may be diagnostic 
before L. E. cells can be demonstrated and that 
the positivity of the result may indicate the severity 
and the progress of systemic lupus erythematosus. 

There have appeared false-positive tests, namely, 
in hepatitis, in disseminated coccidioidomycosis 
with involvement of the bone, and in two terminal 
cases of fulminating multiple myeloma. With this 
test, a precipitate which disappears on shaking 
(negative) may be observed frequently in the 
serums of patients with severe chronic rheumatoid 
arthritis, but the precipitate obtained from patients 
with systemic lupus erythematosus is remarkably 
different and characteristic. We have noted that, 
when this test is strongly positive in an acutely ill 
patient with untreated severe systemic lupus ery- 
thematosus, the serum usually turns a characteristic 
olive-green color in the cholestero] determination 
test and there is a low total cholesterol] value. The 
presence of these signs does not seem to be neces- 
sary for diagnostic purposes. 

The identity of the substance causing the precipi- 
tation is still obscure. Why does it appear in sys- 
temic lupus erythematosus and not in other widely 
disseminated diseases, such as syphilis, generalized 
scleroderma, and periarteritis nodosa? Why does 
it appear in systemic lupus erythematosus and not 
in other inflammatory conditions, such as_far- 
advanced pulmonary tuberculosis, rheumatoid ar- 
thritis, and rheumatic fever? Why does it appear 
in systemic lupus erythematosus, severe multiple 
myeloma, and hepatitis? These questions cannot be 
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answered fully at this time, but it appears that this 
substance may be peculiar to certain basic bio- 
chemical changes that occur in systemic lupus ery- 
thematosus and that it becomes manifest only when 
these changes are widely disseminated and the sub- 
stance becomes readily available to the blood. 

Some studies are now being carried out in our 
laboratory to identify this substance. Electrophoretic 
studies of the serum of patients with systemic lupus 
erythematosus often show an increase in the alpha-2 
globulin and in the gamma globulin fraction. One 
patient with systemic lupus erythematosus, who 
showed a strong reaction in the test with the 
p-toluenesulfonic acid reagent, exhibited a marked 
albumin-globulin ratio reversal and an increased 
alpha-2 globulin fraction. However, serums that 
give an increased gamma globulin ratio do not al- 
ways show a positive reaction in this test. 


Conclusions 


Observations in 760 tests done on 311 patients 
and apparently healthy individuals indicate the 
following facts: 1. The precipitation test, carried 
out by addition of a 12% solution of p-toluenesul- 
fonic acid in glacial acetic acid to serum or plasma, 
is a simple, clinically adaptable macroscopic pro- 
cedure. 2. The test seems to differentiate systemic 
lupus erythematosus from periarteritis nodosa, scle- 
roderma, dermatomyositis, rheumatoid arthritis, and 
rheumatic fever with extremely few false-positive 
results. 3. The result of the test can be modified 
to a certain degree, e. g., by therapy with adreno- 
cortical steroids or corticotropin, or by a remission, 
but it appears to parallel the progress of the disease. 

433 N. Tucson Blvd. (Dr. Thompson). 
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In considering the problem of so-called imper- 
forate anus I should like to advance for your con- 
sideration the concept that this condition could be 
better thought of as an ectopic rectal opening than 
as an imperforate anus. By this I mean that in the 
absence of a normally placed anus there will, as a 
rule, be found an opening from the tip of the 
rectum in some other position. This opening can 
be expected to be into the urethra or bladder in the 
male (fig. 1), or into the vagina in the female 
(fig. 2). Such an opening may be minute in the 
male infant. In fact it may be so small that 
meconium will not go through at first and will not 
appear in the urine. Nevertheless, if such an open- 
ing goes unrecognized and is not closed surgically, 
fecal contamination in the urinary tract can be 
expected as the infant grows. 

In addition I have found many cases where the 
rectal opening in the perineum is not back as far as 
it normally should be?’ (fig. 3). Many of the an- 
teriorly placed perineal openings have an antero- 
posterior band of tissue across the opening, known 
as a “congenital median band.” * 


Embryology 


Our present theory of the embryology of the con- 
dition has been arrived at by a study of over 60 
cases, together with a review of actual embryo 
material. It is an extension of suggestions made by 
Keith in 1908.* This study > has been carried out in 
conjunction with Dr. Robert J. Johnson of the de- 
partment of anatomy, School of Medicine, the 
University of West Virginia. 

Our findings are, briefly, as follows: In the early 
embryo the rectum and the precursors of the geni- 
tourinary tract have a common opening in the form 
of a cloaca (fig. 4A). As the embryo matures, this 
cloaca is divided by a transverse septum known as 
the “urogenital septum,” which grows downward 
and fills in from the sides in such a way as to 
separate the genitourinary tract anteriorly from the 
rectum posteriorly (fig. 4B). As this septum pro- 
gresses downward, the opening of the rectum into 
the cloaca gradually moves downward ahead of it. 
At length the rectal opening normally reaches the 
level of the developing perineum (fig. 4C and D). 
During this stage of development of the embryo 
the perineum is covered by a temporary layer of 
tissue known as the “cloacal membrane.” When the 
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PATHOLOGY AND SURGICAL TREATMENT OF “IMPERFORATE ANUS” 


Alexander H. Bill Jr., M.D., Seattle 


A study of more than 60 cases of so- 
called imperforate anus leads to the conclu- 
sion that the condition should really be 
thought of as an ectopic rectal opening. The 
external sphincter ani with its nerve supply 
develops independently at the normal posi- 
tion of the anus, while the rectum continues 
to communicate with the urethra or bladder 
in the male or with the vagina in the female. 
Although this communication was often mi- 
nute it was demostrable as a rule. The 
opening should be sought for and closed; 
otherwise fecal contamination in the urinary 
tract can be expected as the infant grows. 
Surgical correction consists of finding the 
ectopic rectal opening and bringing it down 
to the location of the external sphincter with 
as little damage as possible to the innerva- 
tion of the bladder and rectum. This can be 
done through an incision in the perineum in 
the female but requires a combined abdom- 
inoperineal approach in the male. 


urogenital septum reaches the level of the peri- 
neum, the rectal opening then lies in the perineum 
but is covered by the temporary cloacal membrane. 
It is our observation that the rectal opening is then 
moved back across the developing perineum by 
the process of tissue filling in anteriorly until the 
normal position for the anus is reached. As _ this 
process is going on, the external sphincter muscles 
and their nerve supply are developed independent- 
ly at the normal position for the anus. 

When the rectal opening has completed its so- 
called migration from the top of the cloaca down- 
ward and then posteriorly to its normal position 
within the external sphincter muscles, it is finally 
uncovered by the disintegration of the cloacal 
membrane. 

It is our feeling that this “migration” of the tip 
of the rectum may stop at any point along its 
course and yet the rest of the development of the 
area of the perineum continue normally, including 
the development of the external anal sphincter. 
This, then would account for the varying places 
where we find ectopic rectal openings. 

One may ask if there are exceptions to this; and 
we have found a total of three in our experience. 
Two of these patients had blind sigmoid pouches 
above the pelvis and one had what was apparently 
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a true atresia of the rectum within the pelvis, with 
a short rectal ampulla beyond it. The two patients 
who had a blind sigmoid with no colon beyond 
and no connection with the genitourinary tract had 
other serious abnormalities in the pelvis and 


1.—Left, photograph of 2-day-old male infant with no opening from rectum to 
perineum. Small ridge is probably remnant of closing anal tubercles. Position of 
external sphincter is indicated by dotted lines. Right, sagittal diagram of condition 


found at surgery. Tip of rectum opened into prostatic urethra. 


perineum. These, we felt, could be ascribed to a 
somite defect in the development of the pelvic 
region, as suggested by Stephens.* 


Surgical Repair 


In the surgical handling of these 
infants with so-called imperforate 
anus, the aim of the surgeon must be, 
first of all, to recognize the fact that 
an ectopic rectal opening is almost 
always present and then to find this 
ectopic rectal opening and bring it 
down to the normal position for the 
external sphincter. At the same time 
he must do as little damage to the 
nerve supply of the bladder and of 
the rectum as possible. The essentials 
of this procedure are those previously 
described by Ladd and Gross, by | 
Rhoads,” and later by Potts and as- ~~ 
sociates." 

I have found that, as a rule, the 
female patients may have successful 
repair through a perineal incision. 
The opening between the rectum and 
the vagina is generally into the lower half of the 
vagina, and in most cases the rectum can be freed 
sufficiently from below to bring it down to its 
normal position without tension. 

The original incision is made in the midline from 
just behind the fourchette, in a posterior direction, 
until the external sphincter muscles are bisected. 
The dissection is then carried to the wall of the 


Location of 
ext. sphincter 


rectum, and the ectopic opening from the tip of 
the rectum into the vagina is divided from the 
posterior vaginal wall. The anterior wall of the 
rectum is then dissected very carefully from the 
posterior vagina for a few centimeters. The ectopic 
opening is then brought downward 
and moved posteriorly until it lies 
at the expected location of the 
fibers of the external sphincter 
muscle at the normal position of 
the anus. Care must be taken not 
to dissect the colon too extensively 
on its posterior and lateral aspects 
j in order to preserve as much as 
/ possible of its nerve supply. The 
region just posterior to the vaginal 
wall is then closed to form a good 
perineal body, and the rectal open- 
ing is sutured carefully with inter- 
rupted stitches to the skin at its 
new position. 

Postoperative care includes the 
administration of antibiotics and 
careful cleansing of the new rectal 
opening every four hours. The in- 
fant is kept face down with the 
buttocks elevated so that the suture line is exposed 
to the air and does not become macerated. The 
mother is instructed to perform dilatations, using 


Location of 
ext. sphincter 


2.—Left, photograph of perineum of 7-day-old female infant with no rectal 
opening in perineum. There was opening from tip of rectum into lower vagina. 
Position of external sphincter is indicated by dotted lines. Right, sagittal diagram 
of rectum and perineum in this infant. 


her own little finger covered with a rubber glove 
or finger cot, starting two weeks after the operation. 

In my hands I have, in general, had good heal- 
ing and satisfactory function with the female in- 
fants. One suffered a postoperative rectovaginal 
fistula which required a temporary colostomy for 
repair, and this infant still is not continent. The 
others have been operated on successfully without 
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colostomy. I feel that a colostomy is best avoided 
in these infants since this procedure itself is subject 
to many hazards and complications in the young. 

When one encounters a male infant with no 
opening in the perineum, the ectopic rectal open- 
ing will, as a rule, be found either at the base of 
the bladder or in the prostatic urethra (fig. 1, left). 
This position is so high that it is usually impossible 
to perform the mobilization of the ectopic opening 
and the rectum entirely through the perineum. One 
must, therefore, use the combined abdominoperi- 
neal approach first described by Rhoads ™* in Phila- 
delphia: The infant is put in lithotomy position, 
with a catheter through the urethra into the blad- 
der. The entire abdomen, genitalia, and perineum 
are then prepared and draped as a single unit. The 


3.—Photograph of perineum of infant with anteriorly 
placed ectopic rectal opening. There is “congenital median 
band” of tissue across opening. Position of external 
sphincter muscles, determined by puckering in response to 
pin prick, is indicated by dotted lines. 


abdomen is opened and the sigmoid and rectum 
are freed down to their connection with the urinary 
tract which, as a rule, can be reached from above. 
The connection with the urinary tract is divided, 
and one or two sutures are placed to close the 
opening in the back of the bladder or urethra. 
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Careful blunt dissection is then carried out down 
through the pelvis. An external incision is made in 
the midline at the normal position for the anus, 
dividing the fibers of the external anal sphincter, 
as in the female. The distal end of the undescended 


$.—Diagrams to show division of rectum from genito- 
urinary tract together with “migration” of rectal opening 
downward and_ posteriorly to normal position for anus. 
Rectal opening is indicated in each diagram by letters 
“R. O.” A, cloacal stage, with urorectal septum beginning 
to separate precursors of genitourinary tract from rectum. 
B, rectal opening has moved downward beneath developing 
urorectal septum to level of developing perineum. Here it 
lies covered by temporary cloacal membrane. C, anal tu- 
bercles are beginning to form external anal sphincter, and 
primitive perineal body is being formed by invasion of 
cloacal membrane with mesenchyme. D, rectal opening has 
moved farther posteriorly by ingrowth of tissue in region 
of perineal body. It is still covered by cloacal membrane. 
E, rectal opening now lies in between fibers of independ- 
ently formed external sphincter. It is still covered by 
temporary tissue of cloacal membrane. This at last disin- 
tegrates to leave anus patent. 


rectum is then brought gently down through the 
pelvis, and the margin of the rectal opening is 
secured with carefully placed sutures through the 
colon wall and skin. 

The pelvic peritoneum and the abdomen are 
then closed. The same postoperative care is given 
the male as the female but, in addition, the urinary 
catheter is left in place for seven days to insure the 
return of bladder function after the operative ma- 
nipulation in the pelvis. 

The surgical repair of the infants, of either sex, 
with anterior rectal opening in the perineum is 
carried out using principles similar to those de- 
scribed above for the female with ectopic rectal 
opening into the vagina. In the presence of a con- 
genital median band over such an opening the mid- 
line band of tissue is excised during the opera- 
tion. 

Summary 


In the absence of an anal opening in the peri- 
neum, one must expect in almost all cases to find 
an ectopic rectal opening into the vagina in the 
female, or into the urethra or lower bladder in the 
male. The rectal opening in either sex may be 
anteriorly placed in the perineum. 
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The embryologic explanation seems to be that 
there is normally a “migration” of the rectal open- 
ing from the original embryologic cloacal stage 
downward to the perineum and then posteriorly to 
the normal anal position. We believe that this “mi- 
gration” may be arrested at any point, leaving one 
of the clinical conditions described above. 

Surgical repair is aimed at bringing the ectopic 
rectal opening downward and posteriorly to lie 
within the already formed external anal sphincter. 
This can be performed through the perineum in the 
female, but usually requires a combined abdomi- 
noperineal approach in the male. The anteriorly 
placed openings in the perineum in either sex 
should be brought back surgically to their normal 
position within the external anal sphincter. 

1008 Summit Ave. (4). 
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THE RECOVERY ROOM 
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William J. Grove, M.D., Chicago 


In the immediate postoperative period, there are 
some patients who have sufficient pain to justify 
the use of a narcotic analgesic. In general, for such 
patients an agent is needed which will effectively 
relieve pain and provide slight sedation without 
depressing the cough reflex, respiration, and circu- 
lation. In the past, the administration of most of 
the narcotics has been excessive, although many 
anesthesiologists emphasized the importance of 
using small doses.’ 

In order to obtain objective data bearing on this 
problem, the present study was undertaken. We 
observed patients who required a narcotic for the 
relief of pain while in the recovery room and 
established our procedure in a strictly controlled 
and “double-blind” fashion. Meperidine hydro- 
chloride in doses of 25 and 50 mg. was used because 
this drug may be considered to be a prototype of 
the synthetic narcotic analgesics. It was also our 
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In order to collect objective data on the 
use of narcotic analgesics in the immediate 
postoperative period, 160 patients who re- 
quired a narcotic for the relief of pain while 
in the recovery room were studied by the 
‘double-blind’ technique. Meperidine ad- 
ministered in doses of 25 mg. intramuscular- 
ly produced significantly greater analgesia 
and sedation than did saline solution. Fifty 
milligrams of meperidine produced more 
sedation and reactions but did not provide 
significantly more analgesia than did 25 mg. 
during the first hour after administration of 
the drug. The combinations of levallorphan 
with meperidine were effective in reducing 
the degree of respiratory depression without 
interfering with analgesia. 
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desire to see what effects the narcotic antagonist 
levallorphan would have on the pharmacological 
responses to meperidine. Accordingly, three dif- 
ferent ratios, by weight, of meperidine and leval- 
lorphan tartrate were studied and the results 
compared to those of the placebo and meperidine 
per se. Mixtures of levallorphan and various nar- 
cotic analgesics have been studied in a number of 
clinical conditions *; however, there was a lack of 
information relating to the effects of meperidine- 
levallorphan under the circumstances commonly 
found in the recovery room. 


Procedures and Materials 


The patients who were studied were only those 
in the recovery room who had pain which war- 
ranted the use of a narcotic. Records were kept 
of each patient’s age, sex, weight, physical status, 
time and dose of all preoperative medications, the 
time interval between the administration of pre- 
operative medications and the injection of the nar- 
cotic, the duration of surgery, types of anesthetic 
agents, amounts of thiopental, succinylcholine, and 
meperidine used during surgery, and the time in- 
terval between the end of surgery and the start of 
the study. The measurements were made prior to 
the intramuscular injection of each drug and at 
10, 20, 30, and 60 minutes thereafter; these were 
pain, pulse rate, blood pressure, respiratory rate, 
respiratory minute volume, sedation, and reactions 
In addition, notes were kept regarding the ob- 
server's estimate of the patient’s psyche, the con- 
dition of the skin, and any other pertinent 
phenomena. The evaluation of pain and sedation 
was made by the same observer (W.R.N.) through- 
out the entire study. Pain and sedation were graded 
as follows before injection of the drug: 1, slight, 2, 
moderate, 3, intense. The calculation of the anal- 
gesia “score” was determined by asking the pa- 
tient, “Is your pain the same, better, or worse than 
before the injection?” The sum of the differences 
between the four postinjection values and the pre- 
injection pain was recorded as the total analgesia 
“score. For example, if the pain was grade 3 be- 
fore the drug was given and zero at 10, 20, 30, and 
60 minutes after, the analgesia score was 12. This 
represents the maximum analgesia score by this 
method. A similar calculation was used for deter- 
mination of the score for sedation. Respiratory 
minute volumes were measured with the aid of a 
13-liter Collin’s respirometer with use of room air. 
Each recording was made for three minutes, and 
the values for the third minute were used for 
analysis of rate and minute volume. 

The study was divided into two sections (80 pa- 
tients each) one based on a 25-mg. dose of me- 
peridine and the other on 50 mg. Each section was 
subdivided into five groups of 16 patients each, cor- 
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responding to the five drug solutions which were 
used. The solutions were prepared as follows: A, 
saline solution, B, 25 mg. of meperidine per milli- 
liter, C, 25 mg. of meperidine per milliliter and 
levallorphan (100:1), D, 25 mg. of meperidine per 
milliliter and levallorphan (80:1), and E, 25 mg. 
of meperidine per milliliter and levallorphan (60:1). 
(The figures in parenthesis following solutions C, 
D, and E represent the ratios by weight of meperi- 
dine to levallorphan. ) 

Four different code numbers were assigned to 
each of the five solutions. The codes were kept in 
a sealed opaque envelope in the recovery room and 
were not broken until the study was completed. 
Each patient in the 25-mg. series was given a 
single dose of 1 ml. of one of the solutions; those in 
the 50-mg. series received a dose of 2 ml. In addi- 
tion to the different code numbers for each solu- 
tion, we randomized their order of administration. 
In this fashion we were kept “blind” as to the 
nature of each injection, and the changes in the 
sequence and codes of the drugs made it difficult 
to anticipate any particular response. The observer 
of pain and sedation knew that he was using either 
a narcotic or saline solution, and it was interesting 
to watch his reactions. Very early in the study he 
tried to identify the placebo by the response to it 
but soon became so confused that he gave up all 
hope of success and was content to “call them as 
he saw them” without trving to relate the observa- 
tions to what he thought the solution contained. 
This disinterested impartial attitude is the goal of 
any “blind” controlled study and adds immeasur- 
ably to the validity of the observations. All of the 
data were subjected to statistical analysis. In this 
report the term “not significant” indicates a lack of 
statistical significance. Where differences are sta- 
tistically significant, the appropriate “t” or “p” 
values, or both, are given. 


Results 


For purposes of brevity and clarity, the drug 
solutions will be referred to as follows: saline 
solution (A), meperidine alone (B), 100:1 (C), 
80:1 (D), and 60:1 (E). The latter three ratios, as 
stated above, indicate the proportions by weight of 
meperidine to levallorphan in their respective so- 
lutions. 

Preoperative Data and Medication.—_In the 25- 
mg. series, there were no statistically significant 
differences among the five subgroups of 16 pa- 
tients each. The description of these 80 patients 
follows. There were 27 males and 53 females, and 
the average age in years was 45.2, with a range of 
14 to 83 years. The average weight was 64.9 kg. 
(143 Ib.), with a range of 38 to 97 kg. (84 to 215 
lb.). The physical status (using the code of the 
American Society of Anesthesiologists ) was 1 in 43 
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patients, 2 in 21 patients, 3 in 10 patients, 4 in 4 
patients, and 7 in 2 patients. Meperidine was used 
in 58 of the 80 patients for preoperative medica- 
tion. The average dose of meperidine was 43 mg. 
Scopolamine hydrobromide (0.4 mg.) was admin- 
istered in 50 cases and atropine sulfate (0.4 mg.) 
in 17. Promethazine (Phenergan) was given to 53 
patients, the average dose being 40 mg. Barbi- 
turates were used in 15 instances. The average time 
interval between the preoperative medication and 
the start of the study period was 6.3 hours. 

In the 50-mg. series there were no significant 
differences among the five subgroups. There were 
no significant differences between the 25-mg. and 
50-mg. series as regards preoperative data, except 
as follows. Scopolamine was given to 50 patients in 
the 25-mg. series and to 29 in the 50-mg. series. 
Atropine was distributed equally (17 and 16). The 
clinical significance of the disparity in the use of 


TaBLeE 1.—Experimental Data on Patients Receiving 25 Mg. 
of Narcotic Analgesic Agents 


Meperidine- 
Saline Levallorphan 
Solu- Meper- —— — 
60:1 


tion idine 100:1) 80:1 
Pain 

Preinjection score, av. ......... 2.6 2.6 2.1 2.3 26 

Analgesia score, av. .........+.. 1.3 4.0+ 4.1¢ 
Pulse, av. % of normal............ 102 101 99 102 108 
Blood pressure, av. % of normal, 

100 103 101 104 
Blood pressure, av. % of normal, 

101 101 1022 9 101 
Respiratory rate,av.% of normal 105 91 9 97 101 
Sedation 

Preinjection score . .......s00-. 21 2. 2.0 2.0 

Increased sedation seore........ —O.1 04 03 a 2.83 
Reactions 

Excessive sedation, no. ........ 0 1 0 3 8 

BO. 1 4 4 8 6 

1 5 4 6 148 


* Differs from placebo (‘‘t"’ test) , p<0.05. 

+ Differs from placebo (‘‘t test), p<0.01. 

3 Differs from placebo (p<0.01), from meperidine and levallorphan 
(100:1) at p<0.01, and from meperidine alone (p<0.02) by ‘“‘t’’ test. 

§ Differs from placebo (p<0.001) and from meperidine alone (p<0.01) 
by chi-square test. 


scopolamine is open to question. The other dif- 
ference between the two series was in the use of 
promethazine and barbiturates. In the 25-mg. series, 
promethazine was used on 53 and barbituates on 
15 occasions. In the 50-mg. series, however, pro- 
methazine was employed in only 28 cases and bar- 
biturates in 31 cases. The total number of instances 
in which either promethazine or barbituates was 
used was 68 in the 25-mg. series and 59 in the 
50-mg. series. 

Operating Room Data.—In the 25-mg. series there 
were no significant differences among the sub- 
groups except as noted below. The average total 
time of surgery for the entire series was 142 min- 
utes, with a range of 30 to 405 minutes. The dis- 
tribution of different gaseous anesthetic agents was 
comparable in all groups. Local or spinal anes- 
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thesia was used for 14 of the 80 patients. The dis- 
tribution was four each in the saline solution, 
meperidine, and 60:1 groups, twice in the 100:1 
group, and none in the 80:1 group. Thiopental 
(Pentothal) was used on 47 occasions and dis- 
tributed among all the groups, with an average 
dose of 311 mg. Succinylcholine was employed as 
a relaxant for a total of 16 patients, distributed as 
follows: one in the 80:1 group, three each in the 
100:1 and 60:1 groups, four in the saline solution 
group, and five in the meperidine group. Meperi- 
dine was used twice for the supplementation of 
anesthesia, once each in the meperidine and 80:1 
groups, at a dose of 20 and 70 mg. respectively. 
The total average time interval from the end of 
surgery to the start of the study in the recovery 
room was three hours. 

In the 50-mg. series there were no significant dif- 
ferences among the subgroups. The differences be- 
tween the 25-mg. and 50-mg. series were limited 
to the use of succinylcholine and meperidine. Suc- 
cinylcholine was employed as a relaxant in 16 pa- 
tients in the 25-mg. series and in 26 in the 50-mg. 
series. Meperidine was used twice in the 25-mg. 
series and in 14 patients in the 50-mg. series. 

Study Data.—The data, except those relating to 
respiratory minute volume, for the 25-mg. series are 
summarized in table 1. The average preinjection 
pain scores of all the groups are comparable in that 
the differences are not statistically significant. The 
average pain before the drugs were given was 
moderate to severe (grade 2 to 3). The average 
analgesia scores with the narcotic solutions were 
significantly greater than those with the saline solu- 
tion placebo. Analgesia provided by saline solution 
was minimal, a score of 1.3 representing an aver- 
age decrease in pain of about 0.3 in each of the 
four postinjection observations on every patient. 
The analgesia score of 4 for the 100:1 group sig- 
nifies an average decrease of one in the pain of 
each observation period. This unit is the difference 
between severe and moderate pain or between 
slight and no pain. Hence, the narcotic solutions 
consistently and appreciably obtunded pain. A sta- 
tistical analysis comparing the analgesic effect of 
the narcotic solutions with each other showed there 
was no significant difference; they were all equally 
effective and significantly better than the saline 
solution placebo. This is interpreted to mean that 
25 mg. of meperidine produced a measurable 
amount of analgesia and that the mixtures with 
levallorphan showed the same degree of analgesia. 

The pulse rates, blood pressures, and respiratory 
rates were compared with the individual values 
before administration of the drug. There was no 
statistical difference between any drug and placebo, 
although the meperidine group had the lowest 
average respiratory rate. All of the groups showed 
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the same degree of residual sedation prior to the 
injection of the drugs. The 60:1 group produced 
the highest sedation score and showed significant 
increase in sedation over the placebo and meperi- 
dine groups. The slight negative sedation score for 
the placebo indicates a small lessening of sedation 


TABLE 2.—Experimental Data on Patients Receiving 50 Mg. 
of Narcotic Analgesic Agents 


Meperidine 


Saline Levallorphan 
Solu- Meper- — 
tion idine 100:1 
Pain 
Preinjection score, av.......... 2.3 2.3 2.6 2.4 2.5 
Analgesia score, AV. 1.8 4.8" 5.6" 4.4° 
Pulse, av. % of normal.......... 100 105 Ww 
Blood pressure, ay of normal, 
Blood pressure, av of normal, 
diastolic ..... ‘ oR 101 101 
Respiratory rate, av oft normal 108 AS 
Sedation 
Preinjection score 20 1.8 1.9 1.5 
Increased sedation score 0.19 1.63* 2 .06* 1.69 69 
Reactions 
Excessive sedation, no , 0 5 0 4 9 
Total 3 13 9 18 


Differs trom saline solution (“t" test), p<0.01 


(as might be expected). The number of reactions was 
divided into two groups: excessive sedation, which 
was Classified as a reaction when the patient could 
not easily respond to verbal commands, and “other 
reactions,” which consisted of nausea, emesis, dia- 
phoresis, vertigo, and excitement. There was no 
significant difference in the number of other re- 
actions among the narcotic solutions, but all were 
greater than that produced by the placebo. On the 
basis of these data in the 25-mg. series, the nar- 
cotic solutions provided significantly greater anal- 
gesia than did the saline solution. The 60:1 ratio 
was undesirable because of the high incidence of 
excessive sedation. 

The data from the 50-mg. series (excluding re- 
spiratory minute volumes ) are summarized in table 
2. The findings are, in general, similar to those in 
the 25-mg. series. The 88% respiratory rate for the 
meperidine group was again the lowest, but this 
was not statistically significant. All of the narcotic 
drugs produced significantly greater analgesia and 
sedation than did the saline solution. The number 
of reactions in all the narcotic groups was greater 
than that in the placebo group. As with the 25-mg. 
series, the data show the excessive sedation pro- 
duced by the 60:1 combination. 

When the 25-mg. and 50-mg. series are com- 
pared solely on the basis of the data presented 
above, the following conculsions are made. Fifty 
mg. of meperidine alone or in combination with 
levallorphan produced more analgesia than did 25 
mg.; however, the differences are not statistically 
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significant. Therefore, under these conditions in the 
recovery room there was no appreciable difference 
in the analgesia provided by 25 and 50 mg. of 
meperidine during the first hour after intramus- 
cular injection. The average pulse and respiratory 
rates and the blood pressures were not significantly 
altered during this period. The 60:1 ratio con- 
sistently produced the greatest increase in sedation 
and the largest number of cases of excessive seda- 
tion. The 50-mg. series provided more sedation 
than the 25-mg. series. A comparison of the seda- 
tion score of 25 mg. versus 50 mg. of meperidine 
was significantly different (p<0.05). Accordingly, 
during the first hour after injection the only sta- 
tistically significant difference between the 25-mg. 
and 50-mg. series was an increase in sedation. 

The most critical criteria in this study were anal- 
gesia, which has been discussed above, and res- 
piration. As noted, the respiratory rates were not 
very revealing as there were no statistically sig- 
nificant changes. Respiratory minute volume is a 
more reliable measure of the adequacy of respira- 
tion. We are aware, of course, that it would have 
been even more desirable to test the responsiveness 
of the respiratory center to 5% carbon dioxide in 
oxygen, as we had done in an earlier study.” Bet- 
ter still would have been an anlaysis of the oxygen 
and carbon dioxide content of the blood. Under 
the circumstances of this study, however, we had 
to be content with the measuring of respiratory 
minute volumes on room air. 

The data of the respiratory minute volumes in 
the 25-mg. series are summarized in table 3. A 
comparison within each drug group was made by 
analysis of the postinjection data and the prein- 
jection or control values. On this basis, the 30-min- 


TABLE 3.—Respiratory Minute Volume by Spirometer 
Reading® in Patients Receiving 25 Mg. of Narcotic 
Analgesic Agents 


Meperidine 


Saline Levallorphan 

Solu. Meper 

tion idine 100:1 | 
B63 S13 11.94 105.94 
BV. 97.25 76.13 87.63 87.87 
BV. 104.00 71.06 90.50 82.00) BS.25 
97.06 M44 70.94¢ 87.81 
4.19 75.68 S144 92.06 
Av. of all postinjection data.... 98.13 73.41 90.91 80.0) 89.00 
Av. of lowest postinjection value 86.13 8.313 76.25 61.38+ 68.06] 

Spirometer value X 40.97=milliliter per minute 


+ p<0.01 compared to preinjection value. (Figures not marked indi 
cate no statistical significance.) 
} p<0.05 compared to preinjection value 


ute value for the 80:1 group was significantly lower 
(p<0.01) than the preinjection data, The averages 
of all the postinjection values for all groups were 
not significantly different from those determined 
before administration of the drugs. The lowest post- 
injection reading for each patient was used for the 
calculation of the “average lowest postinjection” 
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ralue in each group. This is an expression of the 
lowest point of the minute volume curves. This 
nadir was significantly lower than the preinjection 
value in all the groups except placebo and 100:1. 
Thus, although the average of all the minute vol- 
umes for all drugs lacked significance, the 100:1 
solution was the only narcotic that did not produce 
a significant low point in the respiratory minute 
volume curve. 

Analysis of these data was also made in another 
fashion, comparison of all the postinjection data be- 
tween the groups. Whereas in the paragraph above 
analysis was made within each group, it was of 
interest to determine if there were differences be- 
tween the groups. There were no statistically sig- 
nificant differences in the preinjection values. 
Analysis of all the postinjection data showed the 
following data (126 degrees of freedom): meperi- 
dine versus saline solution, t = 4.870 (p<0.01): 
meperidine versus 100:1, t = 3.045 (p<0.01); 100:1 
versus saline solution, t = 1.48 (not significant); 
and, 100:1 versus 60:1, t = 0.279 (not significant ). 


TABLE 4.—Respiratory Minute Volume by Spirometer 
Reading in Patients Receiving 50 Mg. of Narcotic 
Analgesic Agents 


Meperidine- 


Saline Levallorphan 
Solu. Meper 
tion idine 10001 60.1 
OV. 97.88 83.25 98.31 92.94 94.04 
96.13 64.44" 91.38 73.81" 
99.13 64.88" 75.63" 76.66" 72.69* 
101.38 62.06¢ 78.75 72.25" 65.814 
97.63 84.56 82.19) 70.69" 
Av. of all postinjection data.... 98.57 82.58 77.61 70.75" 
Av. lowest postinjection value... 87.63 66.94" 67.68" 54.564 
* p<0.05 compared to preinjection value. 
+ p<0.01 compared to preinjection value. 
Accordingly, the over-all minute volumes pro- 


duced by 25 mg. of meperidine were significantly 
lower than those produced by saline solution. The 
100:1 ratio did not differ from saline and was bet- 
ter than meperidine alone. There was no difference 
between the two extreme ratios, 100:1 versus 60:1. 

The respiratory minute volumes of the 50 mg. 
series are summarized in table 4. An analysis within 
groups indicates that there were significant de- 
creases in the minute volumes (in comparison with 
preinjection data) in all the groups except saline. 
This was most frequent in the meperidine and 60:1 
groups. The averages of all the postinjection data 
were significantly lower for meperidine and 60:1. 
All of the narcotics produced a significant nadir of 
respiratory minute volume. 

An analysis between groups was also made. There 
were no significant differences among the prein- 
jection data. Analysis of all the postinjection values 
showed the following data (126 degrees of free- 
dom): meperidine versus saline solution t = 6.372 
(p<0.01); meperidine versus 100:1, t = 3.502 
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(p<0.01); 100:1 versus saline solution, t = 2.319 
(p<0.05); and 100:1 versus 60:1, t = 1,893 (not 
significant ). 

According to this analysis, 50 mg. of meperidine 
depressed the respiratory minute volume more than 
did saline solution. The 100:1 solution gave values 
different from both saline solution and meperidine. 
The 100:1 was better than meperidine alone but 
not as innocuous as the placebo. There was no dif- 
ference between the extreme ratios, 100:1 versus 
60:1. 

A comparison of the respiratory minute volumes 
of the 25-mg. and 50-mg. series demonstrated that 
50 mg. of meperidine alone produced lower min- 
ute volumes than did 25 mg. (t = 2.135, p<0.05 
>0.01, with 126 degrees of freedom). In summary 
of the respiratory minute volume data, 25 mg. of 
meperidine alone depressed respiration. The com- 
binations with levallorphan lessened the degree of 
this depression. Fifty milligrams of meperidine pro- 
duced more respiratory depression than did 25 mg. 

Comment 

The differences between the preoperative use of 
promethazine and barbituates in the 25-mg. and 
50-mg. series were, in our opinion, not sufficient to 
affect significantly the results of the study. This 
opinion is based on the following reasons: 1. There 
was an interval of about six hours between the pre- 
operative administration of these medicaments and 
the start of the experiment. 2. If the premedication 
did affect the study, there should be a difference 
in the degree of sedation in the placebo groups in 
the two series. Tables 1 and 2 show the preinjection 
sedation score to be 2.1 for saline solution in the 
25-mg. series and 2.0 in the 50-mg. series. 3. There 
were no significant differences between any drug 
group in the 25-mg. series and its counterpart in 
the 50-mg. series on the basis of the number of pa- 
tients who received either a barbituate or pro- 
methazine. 

Succinylcholine was used during surgery on 16 
occasions in the 25-mg. series and on 26 in the 50- 
mg. series. This difference between the series is not 
reflected in any of the data on respiratory minute 
volumes. There was no significant difference among 
all the subgroups in preinjection respiratory min- 
ute volume. 

Meperidine was used to supplement inhalation 
anesthesia in two patients in the 25-mg. series and 
in 14 in the 50-mg. series. This more frequent use 
of meperidine did not alter the preinjection minute 
volumes or the sedation and analgesia scores in the 
50-mg. series. Although the average time between 
the end of surgery and the start of the study period 
was three hours, one cannot rule out the possibility 
that meperidine given during surgery exerted some 
influence in the 50-mg. series. 
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We have previously '” advocated the use of small 

(20-mg.) doses of meperidine in the recovery room. 
More recently, Dripps “ has emphasized the use of 
small doses, such as 5 mg. of morphine or 15 to 25 
mg. of meperidine. These recommendations were 
made on the basis of clinical experience. We be- 
lieve that the contribution of this report is that it 
provides objective data in support of the use of 
small doses of narcotics during the immediate post- 
operative period. Twenty-five milligrams of me- 
peridine provides as much analgesia as does 50 mg. 
during the first hour. Also, the smaller dose has the 
advantage of producing less respiratory depression, 
less excessive sedation, and fewer undesirable re- 
actions. 

The combinations of levallorphan with meperi- 
dine were effective in reducing the degree of re- 
spiratory depression without interfering with anal- 
gesia. The 60:1 ratio appeared to be the least 
desirable because it produced excessive sedation. 
Under the circumstances of this study, a ratio by 
weight of meperidine: levallorphan of 100:1 or 80:1 
protected against respiratory depression without 
diminishing analgesia or producing an excessive 
number of reactions. 

Since completion of this study, Megirian and 
White * 
vestigations on the use of meperidine-levellorphan 


have published the results of their in- 


mixtures in 86 patients during the immediate post- 
operative period. We cannot agree with their rec- 
ommendation that the 60:1 ratio be preferred. 
Their study was not carried out with a double- 
blind technique, and they did not evaluate anal- 
gesia. We question their statement, “The informa- 
tion obtained, therefore, is applicable to ordinary 
clinical usage,” for the following reasons. First, all 
of the drugs in their series were given intraven- 
ously, and this is certainly not the ordinary pro- 
cedure in the recovery room. Second, their dose 
of meperidine was 1.5 mg. per kilogram of body 
weight. In our series we used doses of about 0.38 
and 0.77 mg. per kilogram of body weight. Thus, 
accordingly to these calculations, Megirian and 
White used a dose of 105 mg. for a man weighing 
70 kg. (155 Ib.), whereas we and others ‘* recom- 
mend a dose of about 25 mg. We believe that most 
anesthesiologists would not consider an intravenous 
dose of 100 mg. of meperidine “ordinary clinical 
usage’ in the immediate postoperative period. 
Finally, Megirian and White presented no data or 
statement regarding the incidence of untoward re- 
actions to the 60:1 mixture; indeed, they said noth- 
ing at all about the undesirable reactions which 
one knows to occur after the intravenous admin- 
istration of 100 mg. of meperidine. 
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Summary 


One hundred sixty patients with pain were 
studied during the immediate postoperative period 
in the recovery room. Twenty-five milligrams of 
meperidine given intramuscularly provided as 
much analgesia as did 50 mg. during the first hour 
after administration of the narcotic. The smaller 
dose is preferred because it caused less respiratory 
depression and sedation. Nevertheless, the slight 
depression of the respiratory minute volume pro- 
duced by 25 mg. of meperidine was statistically 
significant. The simultaneous administration of 
levallorphan and meperidine reduced the extent of 
the respiratory depression without interfering with 
analgesia. The ratios of meperidine to levallorphan 
which are preferred are 100:1 and 80:1. 

840 S. Wood St. (12) (Dr. Sadove). 


The levallorphan tartrate used in this study was supplied 
as Lorfan tartrate by Hoffmann-La Roche, Inc., Nutley, N. J. 
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The introduction of the tranquilizing drugs and 
nonbarbiturate sedatives has provided the anes- 
thesiologist with a new series of compounds of 
significant potential in the field of preanesthetic 
medication. Experience with these compounds has 
revealed advantages and disadvantages which con- 
tribute to the preoperative, operative, and_post- 
operative phases of surgical anesthesia. A number 
of these drugs have been screened in our depart- 
ments for the past three years. For purposes of sim- 
plification, these compounds have been divided into 
four groups on the basis of chemical structure. 
Group 1, the phenothiazine derivatives, includes 
chlorpromazine (Thorazine ), menazine (Pacatal ), 
and promethazine (Phenergan ). Group 2, the Rau- 
wolfia compounds, includes reserpine (Serpasil 
and Rau-Sed). Group 3, the carbamates, includes 
a monocarbamate, ethinimate (Valmid), and the 
dicarbamate, meprobamate ( Equanil and Miltown ). 
Group 4, miscellaneous, includes diphenhydramine 
(Benadryl), hydroxyzine (Atarax) hydrochloride, 
ethchlorvynol (Placidyl), methyprylon (Noludar ), 
and glutethimide (Doriden). The four most prom- 
ising compounds in the area of preanesthetic medi- 
cation appeared to be chlorpromazine and mepa- 
zine (tranquilizers) and promethazine and diphen- 
hydramine (antihistamines). The first three drugs 
are phenothiazine derivatives, while the fourth is 
a member of the dialkylaminoethoxy series of anti- 
histamine agents. 


Development of Phenothiazine Compounds 
and Diphenhydramine 


The history of the phenothiazine derivatives 
dates back to the synthesis of phenothiazine by 
Bernthsen in 1883.' French investigators, in 1945, 
began screening the amine derivatives of pheno- 
thiazine in search of compounds possessing anti- 
Parkinsonism and antihistamine activity.” Drowsy 
sedation was noted to be a frequent side-effect 
associated with the clinical use of these drugs; the 
degree of sedation was frequently unrelated to the 
main clinical potency of the agent. In 1948, Winter, 
working with promethazine, reported a marked 
potentiating action of this drug on barbiturate nar- 
cosis in experimental animals. Laborit, in France, 
bepee using promethazine to supplement nitrous 
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The usefulness of certain tranquilizers in 
anesthesia for surgery was studied in 1159 
cases. Chlorpromazine was used in 350, 
mepazine in 434, diphenhydramine in 182, 
and promethazine in 193. A mixed series of 
262 patients who received either morphine 
or meperidine, with a belladonna derivative 
and with or without a barbiturate, served as 
a reference group. The tranquilizers were 
given two hours before operation, and the 
size of each study group was determined 
primarily by the number of patients required 
to establish a significant trend for the 
given tranquilizer. The effective dosage 
range for chlorpromazine was thus found to 
be 12.5 to 50 mg. intramuscularly, for me- 
pazine 200 to 400 mg. orally, for prometha- 
zine 25 to 50 mg. intramuscularly, and for 
diphenhydramine 50 to 100 mg. intramuscu- 
larly. They all diminished undesirable reflex 
activity while causing less over-all depression 
than has been possible with routine doses of 
narcotics and barbiturates. The reduced in- 
cidence ef postonerative nausea and vomit- 
ing was especially noted when chlorproma- 
zine was used. 


oxide—meperidine hydrochloride anesthesia; mean- 
while, investigators in the United States stated that 
the marked sedation accompanying the use of pro- 
methazine would interfere with the clinical useful- 
ness of this drug as an antihistamine. The over-all 
results with promethazine led French chemists to 
search for compounds with more marked depressant 
action on the central nervous system, and, in late 
1950, Charpentier synthesized chlorpromazine. 
While the French scientists concerned themselves 
primarily with the tertiary amine derivatives, Ger- 
man investigators were engaged in the synthesis of 
a number of aromatic (ring) derivatives of pheno- 
thiazine. Schuler and Nezel, in pees, as reported 
by Nieschulz and others,* studied a number of 
N-alkyl-piperidylphenothiazines and that 
mepazine, a 10-(N-methyl-3-piperidylmethy!)pheno- 
thiazine, possessed potential clinical usefulness as 
a tranquilizing agent. The formulas for the pheno- 
thiazine derivatives are shown in figure 1. 
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The fourth compound under discussion is the 
antihistamine diphenhydramine. The preliminary 
work on the alkylaminoethoxy compounds was car- 
ried out by Loew.* Although little appears in the 


Z 
CH, CH, CH) -N 
2 CH, CH, cH, 
1 
CH, ~ CH —N (CH), 


Fig. 1.—Structure of phenothiazine derivatives. A, chlor- 
promazine; B, promethazine; and, C, mepazine. 


literature on the clinical application of the sedative 
properties of this agent, Cappe and Pallin ° reported 
on the use of this drug for the achievement of 
obstetric sedation in 1952. The schematic formula 
for the dialkylaminoethoxy compounds is shown in 
figure 2A. The sedative properties of the com- 
pounds in this series reach maximum when an 
oxygen molecule is substituted at “X” in the basic 
formula; when this occurs the result is diphenhy- 
dramine, as shown in figure 2B. Limited studies 
with diphenhydramine have shown this agent to 
possess some local anesthetic properties and atro- 
pine-like activity. 


Pharmacology of Phenothiazine Derivatives 


The activity range of the phenothiazine deriva- 
tives is much wider than that of diphenhydramine. 
In addition to having local anesthetic properties, 


A 2° 


CH—O — CH, CH, N(CH), 
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Fig. 2.—A, schematic formula for dialkylaminoethoxy 
compounds and, B, diphenhydramine. 


these drugs are capable of depressing various levels 
of the central nervous system; it is this latter action 
that contributes to their wide clinical application. 
Promethazine alone possesses antihistaminic activity 
of clinical significance. 
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Chlorpromazine and mepazine are potent central 
nervous system depressants capable of antagonizing 
the effect of pentylenetetrazol (Metrazol) on the 
subcortical centers.” These compounds also reduce 
the myocardial irritability associated with the com- 
bination of epinephrine and hydrocarbons. Nie- 
schulz and his co-workers have demonstrated supe- 
riority of mepazine over papaverine hydrochloride 
in preventing the T-wave changes (coronary artery 
spasm) associated with the injection of posterior 
pituitary extract. These investigators have also 
demonstrated the ability of mepazine to reduce the 
myocardial irritability associated with the rapid 
injection of calcium chloride; chlorpromazine 
showed a lesser action in this regard, while pro- 
methazine appeared devoid of any protective influ- 
ence under the experimental conditions. 

The sympatholytic property of mepazine is mild 
as compared to that of chlorpromazine; prometha- 
zine appears to have little, if any, sympatholytic 
activity. Decapitation of the experimental animal 
to which mepazine has been administered termi- 
nates the effect on the sympathetic nervous system, 


1.—Comparative Properties of the 
Phenothiazine Derivatives 


Chior Mepa Prome 
Pharmacological Properties promazine zine thazine 
Antihistamine aetivity + + 
Svinpatholytie activity 
Central +4 + 
Peripheral 
Parasyinpatholytic activity + ++ 
Pentylenetetrazol antagonism +--+ ++ 
Reduetion of myocardial irritability’ 
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Hydrocarbon epinephrine ad 
Tranquilizing property +++ - 
Sedative property (clinieal)........... +++-4 +--+ +++ 
Niesehulz and others." 


while a peripheral adrenolytic action is still main- 
tained, after decapitation, in the animal given chlor- 
promazine, 

Laboratory studies have implied a synergistic 
effect of chlorpromazine on succinylcholine relaxa- 
tion.’ Clinical studies have demonstrated that there 
is a shortening of the recovery period from suc- 
cinylcholine apnea in patients receiving chlorpro- 
mazine as premedication.” The mechanism here has 
not been elucidated. Clinically it may be the result 
of the reduction in preoperative narcotic or a pro- 
tective action on the respiratory center. The com- 
parative properties of the phenothiazine derivatives 
are tabulated in table 1. 


Mechanisms of Action in the Central 
Nervous System 


The clinical and laboratory manifestations of the 
phenothiazine compounds have pointed to two 
probable sites of action in the central nervous 
system. The first of the target sites is the ascending 
reticular activating system as described by Magoun 
and his co-workers.* This system has gained in- 
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creasing prominence in the neurophysiological ex- 
planation of the anesthetic state. The anatomic 
relationships of this structure are shown in figure 3. 
The ascending reticular activating system is a mul- 
tisynaptic brain stem structure with connections to 
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Fig. 3.—Anatomic relationships in central nervous system. 


the hypothalamus, thalamus, and cortex. It receives 
collateral fibers from the classic ascending sensory 
pathways; the sensory input to the reticular system 
does not retain its identity, so this system is said 
to function in a manner common to all sensation, 
the maintenance of cortical alertness to incoming 
stimuli. The reticular system, 
because of its anatomic con- 
nections, is able to translate a 


single sensory input to wide = 


areas of the cortex, hence de- 
riving its name as an arousal 
or altering mechanism. Depres- 
sion of the ascending reticular 
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strated for chlorpromazine and is probably involved 
to lesser degrees with mepazine and with prometha- 
zine. Buffering of the hypothalamus either directly 
or by alteration of responses along subcortical path- 
ways to this structure accounts for the reduction in 
stress responses and results in the tranquil state. 

In addition to affecting the central nervous sys- 
tem sites of action, chlorpromazine exhibits a pe- 
ripheral sympatholytic property which contributes 
to its “shock-sparing” properties. Decapitation of the 
experimental animal under the effect of mepazine 
terminates any sympatholytic activity, suggesting 
that this compound is relatively devoid of any 
peripheral activity. The antistress property of the 
phenothiazine derivatives is related to the reduction 
of cortical impact of stimuli as the reticular alerting 
mechanisms are depressed while there is a simul- 
taneous buffering of cortical influence on the hypo- 
thalamus (fig. 4). 

Role of Tranquilizers in Premedication 

The desire to provide patients with a safer, 
smoother anesthetic course has stimulated numerous 
investigative studies. Since most of the agents com- 
monly employed in anesthesia are potentially toxic 
compounds, it is of the utmost importance to seek 
out newer drugs whose actions would supplement 
the more toxic anesthetic agents, thus permitting re- 
duced amounts of these compounds to be effective. 


CLASSICAL SENSORY PATHWAYS 


ASCENDING RETICULAR ACTIVATING SYSTEM 


activating system produces 
somnolence. This action ap- 
pears to be most marked in 
patients to whom chlorproma- nti 

zine has been given; hence its a —— 


efficacy in premedication is ac- 

counted for. Mepazine does not sities 1. 

exert any influence on electrical 

activity of the reticular system, 4.4, caver 

so it produces tranquility but - 

without sedation. In this res- 

pect the action of mepazine re- 

sembles that of reserpine; it 

permits tranquility without se- 

dation. Preliminary studies sug- 

gest that promethazine, too, 

exerts no significant depressant 

action on the reticular activating system. 
The second central nervous system site of action 

involved with the clinical manifestations of the 

phenothiazine drugs is the diencephalon, in partic- 

ular, the hypothalamus. Depression of this seat of 

the autonomic nervous system has been demon- 
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Fig. 4.—Stress reaction pathways. 


As early as 1864 the need was noted for drugs 
to potentiate anesthesia and thus permit a reduc- 
tion in the amount of agent required to manage 
the surgical patient.'® Claude Bernard, after noting 
that animals postoperatively lapsed into tranquillity 
or unconsciousness following administration of 
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morphine subcutaneously, seized upon the possi- 
bility of reducing requirements of anesthetic agent 
by using the morphine preoperatively. Subsequent 
use of the narcotic in this fashion by Bernard gave 
us two important observations. First, premedication 
permitted the maintenance of satisfactory anesthesia 
without the necessity of frequent and large amounts 
of agent, and, second, in the apprehensive patient 
anesthesia was more easily induced. After the work 
of Bernard, morphine was used as premedication 
by Labbé and Guyon in 1872. 

In the early 1900’s morphine and scopolamine 
were being used in obstetrics. It was observed that 
the patients subsequently required little anesthetic 
by inhalation. Crile used morphine one-half hour 
before surgery in accordance with his “anoci-asso- 
ciation” theory. By 1910, Collins had reported in 
Tue JouRNAL on the use of morphine and scopola- 
mine in over 1,000 cases prior to use of general 
anesthesia. Waters introduced the dose relationship 
of 25 to 1 for morphine and scopolamine in pre- 
medication. Scopolamine is said to antagonize the 
respiratory depressant effect of morphine on the 
medullary centers. 

The purpose of premedication may be divided 
arbitrarily into the following four groups on the 
basis of desired effect: (1) reduction in psychic 
activity and, if present, pain factors; (2) reduction 
in metabolic activity with concomitant diminution 
in oxygen requirement; (3) reduction in vagal tone 
and undesirable cardiopulmonary reflex activity; 
and (4) reduction in secretory activity along the 
tracheobronchial system, thus aiding ventilation and 
decreasing the incidence of postoperative compli- 
cations. Adequate well-balanced premedication re- 
sults in a smoother, safer anesthesia for the patient. 

Drugs commonly used for premedication are 
morphine, meperidine hydrochloride, scopolamine, 
atropine, and barbiturates. The use of morphine or 
of meperidine gives desirable psychic and meta- 
bolic effects but undesirable side-effects such as 
respiratory depression, nausea, vomiting, dizziness, 
dysphoria, and addiction; in addition, use of 
meperidine may result in vascular instability. 
Scopolamine is used for the purpose of inducing 
vagal and cerebral depression, to antagonize nar- 
cotic-induced respiratory depression, and to de- 
crease secretions. Afropine is used to induce vagal 
depression and to decrease secretions. Both scopol- 
amine and atropine may cause disorientation 
tachycardia, and temperature elevation. Barbitu- 
rates are used to induce hypnosis and for prophy- 
laxis against “caine” convulsions; their undesirable 
effects are respiratory depression, restlessness, and 
disorientation. 

The narcotics and barbiturates are calming or 
sedative drugs with some metabolic depressant ac- 
tion, while the belladonna derivatives reduce vagal 
tone and secretory activity. Respiratory depression 


TRANQUILIZERS—LEAR ET AL. 


1441 


is a most frequent undesirable side-effect when 
barbiturates and cyclopropane are to be used in 
the anesthetic management of the patient. 

The ideal premedicant drug should adequately 
reduce preoperative psychic tension without a con- 
comitant depression of respiration and circulation. 
The drug should be nonaddicting, devoid of dys- 
phoria, nausea, vomiting, dizziness, and the other 
unpleasant side-effects associated with the use of 
narcotics. The synthesis of the tranquilizing drugs 
has placed a large number of agents at the disposal 
of the anesthesiologist for potential use in the area 
of premedication. 

The tranquilizing drugs specifically reduce psy- 
chic tension by means of a selective action on the 
central nervous system areas controlling emotional 
states. These actions are accomplished without the 
over-all central nervous system depression common 
to narcotics and barbiturates. The tranquilizing 
compounds do not interfere with the patient's orien- 
tation or thought process. They do, however, reduce 
the impact of stressing situations on the individual. 
These agents are devoid, generally, of the side- 
effects associated with the narcotics such as addic- 
tion, nausea, dizziness, dysphoria, and respiratory 
depression. When sleep accompanies their use, it 
closely resembles the normal sleep pattern. 

The specific central nervous system action of the 
tranquilizers reduces psychic stress, thus permitting 
the satisfactory management of patients with di- 
minished amounts of anesthetic agents. While the 
amounts of anesthetic agents required to carry a 
patient safely through surgery may not be signifi- 
cant, per se, the ability to conduct patients safely 
through anesthesia in light planes with a minimum 
of undesirable reflex activity is important. This is a 
frequent finding with the use of tranquilizing drugs 
in premedication. Clinically, tranquilizer premedi- 
cation has attenuated the severity of respiratory 
depression with its consequent complications. 

Chlorpromazine was the first of the phenothiazine 
derivatives to be studied at our institutions.’' This 
compound provided excellent sedation when com- 
bined with reduced doses of meperidine in pre- 
medication, The anesthetic course was generally 
smoother, often with reduced amounts of agents. 
The continued used of this compound under careful 
observation eventually led to a better understand- 
ing of its clinical usefulness and side-effects so that 
the use of chlorpromazine in specific instances has 
been accepted. This compound, however, required 
experience in its use, as one might anticipate with 
any potent central nervous system depressant, thus 
limiting its utility. The incidence of hypotension 
associated with chlorpromazine was greater than 
that previously experienced with standard premedi- 
cant drugs so that surgeons and anesthesiologists 
unfamiliar with the drug and its handling viewed 
its hypotensive properties with apprehension. 
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Therefore other phenothiazine compounds and 
diphenhydramine were investigated and screened 
for applicability in premedication. 


Clinical Study 


The size of the study groups was determined 
primarily by the number of patients required to 
establish a significant trend with each of the drugs 
under study. Promethazine was found to be effec- 
tive when used intramuscularly in the 25-mg. to 
50-mg. dosage range two hours preoperatively. 
Meperidine was used intramuscularly throughout 
the entire series in 25-mg. to 50-mg. doses one 
hour prior to surgery and combined with a bella- 
donna derivative. 

Diphenhydramine was first tried in 25-mg. to 50- 
mg. doses, but this amount appeared insufficient 
and was increased to a 50-mg. to 100-mg. dose in- 
tramuscularly two hours prior to surgery. Meperi- 
dine and a belladonna derivative were also used as 
noted above. 

Mepazine was the newest phenothiazine deriva- 
tive available to us at the time the study was com- 
menced, so we encountered the problem of proper 
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Fig. 5.—Age distribution of patients in two study groups. 


dosage adjustment. The initial intramuscular use 
of this compound was eventually discarded in favor 
of a 200-mg. to 400-mg. oral dose two hours before 
surgery, followed by meperidine and a belladonna 
derivative given intramuscularly one hour preopera- 
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tively. Data on chlorpromazine were obtained from 
a random sampling (8%) of our previous study 
group.'* Because of its potency, its lower limit of 
dosage range was reduced to 12.5 mg. as was that 


Tas_e 2.—Surgical Procedures Encountered in Clinical Study 
of Tranquilizers in Anesthesia 
Drug Used and Case Distribution, % 
Chlor- Diphen- 


proma- Mepa- Prome- hydra- 
thazine mine Control 


Surgical Procedure zine zine 

Gynecology 

Dilation & curettage....... 2 4 16.5 

Cieneral Surgery 

4 10 7 7.5 95 

6.5 ‘ 4 2.5 10.5 

Miscellaneous 

15 12.5 13.5 13.5 

05 4 7 4.0 
Genitourinary (major) ...... 6.5 3.5 4.5 6.5 71.0 
Orthopedics (hip) ............ 1.0 12.0 6.0 11.0 


for meperidine. The effective dosage range for 
chlorpromazine was found to be 12.5 to 50 mg. in- 
tramuscularly, for mepazine 200 to 400 mg. orally, 
for promethazine 25 to 50 mg. intramuscularly, and 
for diphenhydramine 50 to 100 mg. intramuscularly. 
These preparations are given two hours preopera- 
tively. 

The hospital population involved in this study 
was derived from a large voluntary hospital, the 
Jewish Hospital of Brooklyn, and a municipal hos- 
pital, Queens General Hospital, approximately 
equal in size. The age distribution of the patients 
is shown in figure 5. The majority of surgical pa- 
tients in the voluntary hospital were between the 
ages of 31 and 65, while the city hospital counter- 
parts ranged from 31 to 79 years of age. 

The surgical procedures encountered are sum- 
marized in table 2. The types of cases at these 
institutions are similar except for more cases of 
major abdominal surgery, of head and neck surgery 
(primarily thyroid), and of chest surgery at the 
Jewish Hospital and a larger number of cases of 
minor gynecologic surgery, peripheral surgery (up- 
per extremity fractures, débridements and_ skin 
grafts, and amputations and tendon repairs), and 
finally, major orthopedic surgery about the hip and 
lower extremity at Queens General Hospital. 

The premedicating schedules were the same at 
both institutions, the age and physical condition of 
the patient was the primary factor in calculating 
the preoperative dose of premedication. The degree 
of sedation was divided into the following four 
classifications: (1) none—the awake, apprehensive 
patient, (2) slight—the awake but slightly appre- 
hensive patient, (3) moderate—the drowsy, relaxed, 
cooperative patient, and (4) marked—the patient 
aroused with slight difficulty. 
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The patients in groups 1 and 2 were considered 
inadequately sedated, while those in groups 3 and 
4 were considered adequately sedated. Occasionally 
patients appeared drowsy calm; yet they became 
restless and difficult to manage when an intra- 
venous injection or positioning for spinal anesthesia 
was started. These patients were classified as inade- 
quately sedated and included in group 2. The re- 
sults of the study of the agents are summarized in 
table 3. 

The control patients were taken from a series 
premedicated with standard drugs, a narcotic plus 
belladonna, one hour before inhalation anesthesia. 
A barbiturate was added to the premedication if 
the use of spinal anesthesia was anticipated. The 
dose of narcotic received by the control patients 
was twice that amount received by a patient of 
similar age and physical status in the tranquilizer 
study group. Since roughly 30% of patients have 
been found to be placebo reactors, this figure has 
been subtracted from the adequately sedated group 
percentage and appears as a single figure in the 
far right hand column of table 3; this number would 


TABLE 3.—Results of Preoperative Sedation with 
Tranquilizing Drugs 


Effec- Ac 
Sedation Distribution, tive tua 
Seda-Seda 
Cases, Mod- Mark- tion, tior 
Drug and Dose, Mg No None Slight erate ed c c 
Chlorpromazine, 12.5-50 3) 4 11(6)t 73 
Mepazine, 200-400 PO 105 ] 62 
Diphenhydramine, 50-100 
Promethazine, 25-50 IM 198 57 6 
Standard premedication, 
morphine sulfate, 10, or 
meperidine, 100, IM* 1 6? Qa 
* Plus barbiturate for preoperative spinal medication 
tPatients (%) who appeared calm, vet became restless when anesthetic 


Was given 


appear to indicate more correctly the actual degree 
of preoperative sedation obtained from the drugs 
under study, and it appears to be significant. 


Comment 


The tranquilizers in conjunction with reduced 
amounts of the older premedicant drugs have in- 
troduced a major change in preoperative regimen. 
The presently available phenothiazine derivatives 
do not represent the ultimate in premedication. 
They are worthy of more intensive study, however, 
because of their specific action on those areas of 
the central nervous system concerned with stress 
and emotional response and because of possible 
shock-sparing properties. 

It is difficult to analyze statistically the advan- 
tages and disadvantages of anesthetic techniques 
because of the marked variations in patients, anes- 
thesiologists, and surgeons. The use of the tranquil- 
izing drugs in premedication offers definite advan- 
tages to the anesthetic management of a patient. 
These agents diminish preoperative apprehension 
and stress, thus permitting a reduction in dose of 
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preanesthetic narcotics and induction barbiturates. 
The literary pendulum continues to oscillate with 
regard to the significance of the effects of tran- 
quilizers and preanesthetic narcotics on respiration. 
Clinically, however, well-balanced premedication 
utilizing the tranquilizers and therefore reduced 
amounts of narcotics produces a respiratory pattern 
analogous to that pattern associated with normal 
sleep. Induction is accomplished with ease, and 
patients can be maintained in relatively light planes 
of anesthesia with minimal reflex disturbance. The 
shock-sparing property of the phenothiazine drugs 
appears to be significant when chlorpromazine is 
used preoperatively.” 

The extension of drug activity into the postopera- 
tive period has led to a decreased incidence of 
nausea and vomiting and of emergence delirium 
and to a reduction in the “reaction” narcotic dose. 
The incidence of nausea and vomiting associated 
with surgical anesthesia is influenced by several 
factors such as premedicant narcotics, position of 
the patient, gastric dilatation during induction, 
visceral manipulation during surgery, agents used 
(i. e., ether, etc.), and perhaps carbon dioxide ac- 
cumulation. These factors are diminished through 
the reduced amount of premedicant narcotics and 
anesthetic agents, the diminished respiratory de- 
pression causing less accumulation of carbon 
dioxide, and perhaps by the potentiation of relaxa- 
tion permitting more facile intra-abdominal manip- 
ulation. 

Patients receiving the phenothiazine derivatives 
preoperatively tend to doze longer into the recovery 
period, permitting a greater effusion of anesthetic 
agent while the patient is still “sedated” in con- 
trast to the lessened effusion accompanying narcotic 
depression. This gradual awakening also probably 
accounts for the lowered incidence of emergence 
delirium. 

The prolonged reaction time in the recovery 
room is more apparent than real, for the patients 
dozing under the influence of the phenothiazine 
derivatives will readily respond to the calling of 
their names or other forms of mild stimulation but 
tend to doze when left undisturbed. The need for 
reaction narcotic is delayed. Respiratory depression 
is not a problem with these patients. Some surgeons 
may be concerned with the resulting prolonged 
sleep, but in our experience the postoperative pa- 
tient under the influence of narcotics sleeps more 
deeply in the absence of severe pain and does so 
with a measure of respiratory depression and fre- 
quently circulatory depression. 

Chlorpromazine is the most potent agent to date. 
The incidence of postoperative hypotension, how- 
ever, has limited its use. This drug should be re- 
served for major abdominal and chest surgery 
where reflex activity, surgical trauma, and hemor- 
rhage are to be expected. The unusually apprehens- 
ive patient for radical breast or thyroid surgery also 
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is best premedicated with chlorpromazine. Clinical- 
ly, the incidence of effective preoperative sedation 
is approximately the same for mepazine and for 
promethazine, and these two agents afford good 
over-all preoperative sedation without significant 
hypotension. In addition, the use of mepazine is 
associated with minimal restlessness and disorien- 
tation in the geriatric patient. When the use of 
spinal anesthesia is anticipated, the need for pre- 
operative injection is completely eliminated by 
combining mepazine with a routine dose of bar- 
biturate. 

Mepazine or promethazine combined with me- 
peridine may cause moderate degrees of blood 
pressure fall (10 to 20 mm. Hg) in the immediate 
postoperative period. These changes in pressure are 
corrected as the patient becomes more alert or, in 
the well-sedated patient, they may be returned to 
the base-line level by the use of intravenous fluids 
or conservative amounts of standard vasopressors. 
Bleeding in the postoperative period is not masked 
when the tranquilizers have been used in pre- 
medication. While the pulse rate is often not altered 
in the presence of slow bleeding, the patients will 
no longer remain warm, dry, and comfortable. In- 
stead, they show evidence of restlessness; the skin 
becomes cool and moist. The blood pressure may 
fall below the preoperative level, even though this 
level may have been low already. Intravenous fluids 
or whole blood may be required to correct this 
condition. Failure to respond to adequate intra- 
venous therapy suggests continued bleeding and 
the need for stronger corrective measures. 

Diphenhydramine has been used as _ bedtime 
sedation either alone or in combination with bar- 
biturates for the apprehensive patient; occasionally 
it has replaced the barbiturates in the allergic pa- 
tient. This drug is useful preoperatively, combined 
with meperidine, for brief procedures requiring 
early ambulation such as vein ligations and for other 
forms of minor surgery such as dilation and curet- 
tage, removal of simple breast tumors, and incision 
and drainage. 

Summary 

There is need for better premedicant drugs, and 
potentiation with tranquilizers has provided im- 
provement. Four potentially useful compounds, in 
order of descending effectiveness in preoperative 
sedation, are chlorpromazine (Thorazine), mepa- 
zine (Pacatal), promethazine (Phenergan), and 
diphenhydramine (Benadryl). The selective action 
of all these compounds permits better preoperative 
sedation (less over-all depression) than had been 
possible with the use of routine doses of narcotics 
and barbiturates. 

The phenothiazine compounds clinically poten- 
tiate the actions of agents used in anesthesia, hence 
reducing the amount of these substances required 
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to induce and maintain patients undergoing surgery. 
The tranquilizers have diminished undesirable re- 
flex activity; chlorpromazine has been shown to 
potentiate succinylcholine. As premedicants, the 
tranquilizers reduce the incidence of postoperative 
nausea and vomiting to a great extent. This action 
is most prominent when chlorpromazine is used. 
Emergence delirium is attenuated with the use of 
phenothiazine derivatives in premedication. 

The need for postoperative reaction dose of nar- 
cotic is usually reduced and delayed when the tran- 
quilizing drugs are used for premedication. This 
effect is most marked when chlorpromazine is used. 


555 Prospect Place, Brooklyn 16 (Dr. Lear). 
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The commission on organization of the executive 
branch of the government expressed the opinion 
that lack of trained personnel—physicians, nurses, 
and other adequately equipped professional and 
auxiliary workers—is the most serious present hin- 
drance to the proper care of the mentally ill. State 
institutions operate with less than 24% of the num- 
ber of graduate nurses, less than 23% of the number 
of psychiatric social workers, and less than 74% 
of the number of attendants needed for effective 
care of patients. Because of overcrowding in hos- 
pitals the work load is unusually heavy; in addition, 
the pay is often inadequate and job location fre- 
quently is in an isolated area. “The whole picture,” 
this opinion concludes, “is overwhelming.” ' Albee 
and Dickey emphatically corroborate this view: 
“The need for trained professional personnel in the 
mental health field is desperate. The stark reality 
is that we cannot even keep up present numbers 
in proportion to the population. We have not found 
a single optimistic voice.” * 

Psychiatrists have increasingly concerned them- 
selves about treatment, rehabilitation, and resociali- 
zation of the chronically ill patient with a long- 
term stay in a mental hospital. This is quite 
appropriate and, indeed, imperative, but equally 
important is the need to focus attention on the 
management of the patient during the early stages 
of his hospitalization. 

This paper presents a program in patient man- 
agement in an admission ward in a_ psychiatric 
treatment center operated by the Navy. While it 
is my impression that the program presented is an 
effective form of psychotherapy significantly difter- 
ent from traditional group therapy, this has not 
been proved. Nonetheless, it offers usable and 
effective ways of managing acutely disturbed pa- 
tients. Emphasis has been on social tranquilization 
rather than on drug tranquilization. It is quite pos- 
sible that traditional mental hospital management 
has actually created certain clinical syndromes or 
characteristic ways of behaving in a hospital en- 
vironment. Jones has characterized the traditional 
staff expectations regarding the behavior of mental 
patients as “the role of a patient is to be sick.” The 
contrasting attitude in the therapeutic community 
is that his expected role is to function as near to 
the norms of society as possible. With emphasis on 
sharing responsibility and participating according 
to individual capabilities in an over-all program, 
the new expectations of patient behavior are based 
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PSYCHIATRIC THERAPEUTIC COMMUNITY IN A NAVAL HOSPITAL 
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A usable and effective way of managing 
acutely disturbed patients in an admissions 
ward is described. It consisted in developing 
a therapeutic community in which it was the 
role of the patient not to be sick, but to func- 
tion as near to the norms of society as pos- 
sible. The control of aggressive be'iavior was 
carried out largely through the patients 
themselves. During the 10-month period of 
the experiment, 939 men were admitted 
for an arbitrary period of 10 days before 
being transferred to other psychiatric wards. 
The program included especially a 45-minute 
discussion period for staff and patients led 
by a psychiatrist after the morning sick call, 
six days a week, followed by a staff meet- 
ing. There were systematic arrangements for 
individual conferences of patients with doc- 
tors. Seclusion rooms, whose antitherapeutic 
effects reach out beyond the isolated patient 
himself to the therapeutic community as a 
whole, were not used. While the value of 
this program as a therapeutic procedure was 
not established under the conditions of the 
experiment, its value as a type of ward ad- 
ministration was demonstrated. It helped to 
fill the gap of staff shortages and opened up 
new possibilities for treatment. 


on actual social happenings in the “here and now’ 
situation rather than on projections of staff fears. 
Thus, patients who might appear to be dangerous 
on initial contact will often become actively un- 
controlled only if the staff reinforce the patient's 
dangerous potentialities by acting as though this 
might happen. 

In view of undoubted staff shortages in the 
mental hospital, one must raise a further question, 
namely, what proportion of difficulties in patient 
management is related to actual shortage and what 
proportion is due to the failure of the existing staff, 
functioning in traditional roles, to utilize the patient 
potential itself for therapy? If, as I believe, the lat- 
ter point is considerable, it follows that some of 
the apparent staff shortages could indeed be filled 
by patients themselves functioning in a social thera- 
peutic role in collaboration with the given staff. 
Successful management programs open up new 
possibilities of treatment through social interaction; 
with patient-staff interaction, under direction of 
trained psychiatrists, the potentialities for social 
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development and identification with the group, as 
well as psychotherapy, are increased. On our ward, 
for example, control of aggressive behavior was 
largely carried out through the patients themselves. 

Orientation to the problems of patient manage- 
ment in this experiment requires some appreciation 
of the mental health problem in the Navy. 


Naval Mental Health Problem 


There is a large incidence of psychiatric disorders 
in the Navy, with 9,341 psychiatric cases in 1955 
and mental disorders accounting for one-third of 
the separations from the service in the medical de- 
partment and over one-third of all transfers to 
Veterans Administration hospitals for extended 
care. There were over 3 million psychiatric sick 
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days in the Navy and Marine Corps in the 1951- 
1955 period, with a total of over 60,000 psychiatric 
cases reported. However, the rate of incidence of 
these disorders decreased from 1,394 per 100,000 
in 1951 to 1,055 per 100,000 average strength in 
1955. In 1955, there was a monthly average of 149 
variously trained psychiatrists on active duty in the 
Navy out of a total of 3,410 medical officers. 

I wish to report our experience at U. S. Naval 
Hospital, Oakland, Calif., in the operation of the 
psychiatric admission ward over a 10-month period, 
during which 939 patients were admitted. This is 
a psychiatric treatment center within a large gen- 
eral hospital serving the Pacific region of military 
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Fig. 1.—Distribution of sample of 416 patients according to hospital location from 
which they were transferred to U. S. Naval Hospital, Oakland, Calif. 
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operation. Most of the patients come from other 
naval hospitals, from the state of Washington to 
San Diego, Calif., and the entire Pacific area 
(fig. 1). 

The two psychiatric treatment centers in the 
Navy include this hospital and the U. S. Naval 
Hospital, Philadelphia, with a mean monthly cen- 
sus of 239 and 218 beds, respectively, for the year 
1955. The mean monthly admission rate at the 
Oakland hospital was 98 patients, and the mean 
monthly consultation rate, in both inpatient and 
outpatient departments, was 510. 

Three hospitals in the Pacific area, at Yokosuka, 
Japan, Pearl Harbor, Hawaii, and Guam island, 
transferred psychiatric patients to the Oakland 
hospital but also to the other five naval hospitals 

on the West Coast which, in 


turn, transferred a number of 
these patients to the hospital 
at Oakland. The five conti- 
nental hospitals transferring 
patients to this hospital had 
a mean monthly census of 270 
beds and a mean admission 
rate of 218 patients, while the 
three noncontinental hospitals 
transferring patients to this 
hospital had a mean monthly 

census of 102 beds and 140 
RENO 2 patient admissions. The mean 
HUNTER'S POINT | ° monthly consultation rate for 
+ hy FG these eight hospitals was 1,681. 
YOKOSUKA 115 TREASURE ISLAND 89 10 
SASEBO 4 STOCKTON 3 The largest other psychi- 
RYUKYUS 8 CAMP PENDLETON 25 
SAN DIEGO Coast was at San Diego, 
cs 3 HAWAII 16 © Calif., with a monthly admis- 
6 GUAM 6 sion rate as high as that of the 


hospital at Oakland. Consid- 
ering their census, most of the 
other hospitals had a more 
rapid turnover, suggesting 
that the operation in the ad- 
mission ward is the paradigm 
of the service psychiatric hos- 
pital problem. It is a proto- 
type of acute psychiatric hos- 
pital work. Of all neuropsychiatric services in the 
Navy in 1955, there was an average of 1,400 beds 
available in any month with almost 1,000 patients be- 
ing admitted per month and with the staff of these 
hospitals performing an average of four and one-half 
consultations per month per admitted patient. The 
work problem and load of the hospitals supplying 
Oakland and the other four largest psychiatric 
services in the Navy are shown in the table. This 
burden of work is borne directly by 149 psychia- 
trists and their staff. The bulk of the work is 
clearly a rapidly changing picture dramatically 
mirrored and intensified on the admission ward. 
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In many fundamental respects our situation at 
Oakland hospital was similar to that of the large 
nonmilitary mental hospital—we operated with a 
relatively small staff, we dealt with large numbers 
of patients, and we accepted and treated all pa- 


Neuropsychiatric Bed Census at U.S. Naval Hospitals, with 
Navy and Marine Personnel Admitted® and Service Personnel 
and Dependents Seen in Consultationt 


Bed Admis- Consul- 


U. 8. Naval Hospitals Census sions tations 

Psychiatrie treatment centers 

218 79 125 
West Coast hospitals 

Corona, Calif. ....... 39 24 185 

Bremerton, Wash. ......... 13 19 86 
Pacifie area hospitals 

Honolulu, Hawaii ................ 43 43 392 

Guam Island . 10 111 
Other major continental hospitals 

Total (ineluding 15 additional hospitals) ..... 1,397 985 4,510 


* Includes neurological cases in some hospitals 
+ Mean monthly figures for calendar year 1955 from monthly sum- 
mary figures of bureau of medicine and surgery 


tients who were sent to us. The therapeutic com- 
munity plan which this paper reports made it 
possible for us to cope with what had been an 
overwhelming administrative and therapeutic work- 
load in a way that was more beneficial to the pa- 
tients and interesting and educational to the 
psychiatrist and his staff than the previous method. 


Therapeutic Community in Action 


With certain modifications necessitated by a mili- 
tary culture, the program at Oakland hospital was 
patterned largely on the therapeutic community 
projects of Jones,* Main,* and Rees.° whose work 
I had observed while on temporary naval duty in 
England. The following statement by the expert 
committee on menal health of the World Health 
Organization has relevance here: “The most im- 
portant single factor in the efficacy of the treatment 
given in the mental hospital appears to the com- 
mittee to be an intangible element which can only 
be described as its atmosphere. .. . Too many psy- 
chiatric hospitals give the impression of being an 
uneasy compromise between a general hospital and 
a prison. ... In fact, the role they have to play is 
different from either; it is that of the therapeutic 
community.” A number of comprehensive studies of 
the changing picture in the mental hospital have 
appeared. 

Self-control, not imposed control, was the ob- 
jective. The seclusion room and restraints were 
not used, cold packs were not employed, and bar- 
biturates were rarely administered. Daily commu- 
nity meetings of patients and staff were held on 
the ward, and there were also daily staff meetings. 
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Throughout the 24-hour day, all of which was 
considered as therapy, the belief that the patients 
could control themselves and the expectation that 
they would do so set the tone of all patient-staff 
relationships on the ward. 

It must be remembered, too, that the ward on 
which the program was put into effect was first of 
all an operational part of a busy hospital. Patient 
care took precedence over all else; administrative 
responsibilities came next, and then research. In- 
evitably, with only one full-time psychiatrist on the 
ward, many research questions have been left 
unanswered. 

The Patient Sample.—During the 10-month period 
of the therapeutic community experiment, 939 pa- 
tients were admitted to the 34-bed locked ward 
from the area which the Oakland hospital serves. 
All of the patients were male. The diagnostic 
breakdown of the group was as follows: patients 
with psychosis, 44.4%; patients with psychoneuro- 
sis, 26.6%; patients with character and personality 
disord »rs, 28.3%; and patients suffering from acute 
situational maladjustment, 0.7%. These categories 
are illustrated in figure 2. 

Of these patients, 68.7% were Navy personnel 
and 31.3% were Marine Corps personnel; 47.9% 
had been admitted from shore duty within the 
United States, 33.9% from ships at sea, and 18.2% 
from foreign shore duty stations; 3.5% were officers, 
and the remainder were enlisted men (rated and 
nonrated ) or rated chief petty officers. The median 
age (officers and men) was 24 years, and the 
median length of service was 3 years; 64.3% of the 
group were single, 30.9% were married, and the 
remainder were separated or divorced. Genuine 
suicidal attempts had been made by 11.3% imme- 

NUMBER OF PATIENTS 
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SCHIZOPHRENIC REACTION (253) 


NEUROTIC DEPRESSIVE REACTION (59) 
EMOTIONAL INSTABILITY REACTION (41) 


SCHIZOID PERSONALITY (35) 


285 
VELL PASSIVE DEPENDENT REACTION (35) 


Vn PASSIVE AGGRESSIVE REACTION (20) 


FFECTIVE PSYCHOTIC REACTION (15) 


ZB SOMATIZATION REACTION (15) 


OTHERS (56) 


Fig. 2.—Diagnoses ranked according to absolute numbers, 
as sample of 576 patients admitted to U. S. Naval Hospital, 
Oakland, Calif. 


diately prior to their hospitalization. At the end 
of their hospital stay at this installation, 31.9% 
were still considered 100% disabled and eligible 
for transfer to Veterans Administration hospitals; 
17.2% were ultimately returned to duty; the rest 
were separated from the service. 
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Each of the patients remained on the admission 
ward for an arbitrary period of 10 days before being 
transferred to other psychiatric wards. The patient 
population was thus a rapidly changing one, with, 
on the average, three patients being admitted and 
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Fig. 3.—Drop in use of all forms of barbiturates after 
establishment of therapeutic community. 


three transferred each day. Daily admissions fluc- 
tuated, with as many as 18 patients arriving by 
airplane from the Orient on the same day, many of 
them in restraints. The Oakland hospital, being a 
psychiatric treatment and disposition center, re- 
ceived the most sick and most disturbed patients. 

Use of Drugs.—The use of barbiturates in the 
therapeutic community dropped precipitously; in 
the last four months of the experiment, a period 
during which 443 patients were admitted to the 
ward, only 24 doses, oral and parenteral, were 
given (fig. 3). In contrast, 314 doses had been 
given to the 440 patients admitted during the four 
months prior to the establishment of the thera- 
peutic community. 

The use made of ataractic drugs is shown in 
figure 4. It was soon evident that ataractic drugs 
were not necessary for successful operation of the 
therapeutic community. However, it was also evident 
that they were of help in treatment of the most 
acutely ill hyperactive patients with psychoses. 
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Ataractic drugs, used sparingly in the first four 
months of the study, were used more frequently in 
the last six. At first, it was felt necessary to find out 
if the social environment, the culture, and the es- 
sential community feeling would of themselves be 
strong enough forces to influence human behavior 
in a highly therapeutic manner. When this was 
confirmed to our satisfaction, the question then to 
be answered was posed: could the forces be en- 
hanced by use of the new drugs? Our impression 
was that they definitely could be, with the hyperac- 
tive, aggressive, psychotic patient. Evaluation of 
the drugs will be reported elsewhere in a more 
comprehensive review of this project.’ (In the last 
six months an open admission ward was established, 
so that we had a greater proportion of more seri- 
ously disturbed patients, which also accounts for 
an increased use of the drugs.) 

The number of patient problems and administra- 
tive and behavioral difficulties entered in my ward 
log for the second of these two periods as com- 
pared with the first shows no significant decrease, 
although the proportion of patients treated with 
ataractic drugs was almost three times greater. The 
difference is statistically significant at the 1% level 
(0.001<p<0.01). However, subjective observations 
led to the conclusion that extension of the ataractic 
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Fig. 4.—Proportion of all patients in admission ward who 
received ataractic drugs, with number of doses per treated 
case. Average dose was chlorpromazine, 100 mg., reserpine, 
1 mg. 


drug treatment made no appreciable over-all dif- 
ference on the ward. Nonetheless, the drugs had a 
discernible but limited value. They were found 
to be of real benefit in selected cases. With the 
less critically ill patients, their value was negligible 
over the 10-day period the patients were on the 
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ward. Patients were allowed to have a degree of 
anxiety, which was utilized in helping them master 
their problems of hospitalization. 

Elimination of the Seclusion Room.—Patients fre- 
quently arrived at the admission ward heavily 
sedated and in various types of mechanical re- 
straint, including camisoles. The records accom- 
panying these patients usually described their 
assaultive and destructive behavior at the hospital 
from which they were being transferred and almost 
invariably told of long periods of time spent in the 
seclusion room of the previous hospital. The follow- 
ing corpsman’s note from the other hospital on one 
such patient is fairly typical. 

He jumped out of bed and started preaching. He refused 
to give up a pair of glasses, and we took them in a scuffle 
He would not be quiet and so was given 3 grains of barbital 
by force. He saw us watching him and immediately started 
praying for strength to ward us off but to no avail (sic ) 
This patient is preaching to the corpsmen: “Come on and 
try my God. Give me strength, you devils!” He was violent 
When the corpsman enters the quiet room he doesn’t touch 
a bit of food. For several days he’s been fasting. He upset 
all the other patients; thinks he is crazy because he is th 
Lord. Returned to the ward but was placed in the quiet 
room again because of loudness. Continued to preach through 
the night. Ripped his clothes to pieces. Ripped the quiet 
room blanket; charged the door; lashed out at the corpsmen; 
upon entering the door, seems very disturbed. Sodium 
amytal (parenteral), 3% grains. Defecated on the quiet room 
floor. Says he is ashamed and wanted to clean it up. Was 
doing well for a while and then started bouncing on the 
floor, screaming. (Was given 8 cc. of paraldehyde and trans- 
ferred to Oakland the same day in restraints. ) 


This patient, a 22-year-old Marine corporal with 
a schizophrenic reaction, had spent the greater 
part of his previous hospitalization time in the 
seclusion room. On his admission to the Oakland 
hospital I asked him about this experience, and he 
replied, “Oh, let's talk about Washington and sun- 
shine and the buildings instead.” In our experience 
with him in the therapeutic community, we found 
him overly courteous (for example, he always 
saluted me at inspection); his answers were rele- 
vant but not appropriate, and he was continually 
experiencing auditory hallucinations. During his 
10 days on the ward his behavior became more 
markedly schizophrenic, with increasing manner- 
isms and hebephrenic behavior. But the assaultive 
behavior which he had manifested in the previous 
hospital did not occur. He was not incontinent, 
was not treated with ataractic drugs, and was an 
active participant in the community meetings, 
where he spoke out uninhibitedly and often with 
surprising insight. 

Instructions to the staff were that the ward would 
be operated as if there were no quiet rooms. I was 
always aware of the possibility that an emergency 
could arise requiring isolation of a patient but that, 
even if such did occur, it would only be the excep- 
tion to the rule. In general, however, although 
many belligerent, hostile, and assaultive patients 
were admitted to the ward during the period of the 
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therapeutic community experiment, the amount of 

overt disruptive behavior was negligible, and I 
never found it necessary to isolate in the seclusion 
room even one of the patients, despite the wide 
variety of acute psychiatric emergencies encoun- 
tered. (On five occasions, officers of the day placed 
patients in seclusion rooms at night but they were 
removed to the ward in the morning. ) 

The decision to abolish use of the seclusion room 
was made at the outset of the therapeutic com- 
munity experiment. It was a decision based not on 
humane reasons but rather on therapeutic reasons 
which are humane. The use of the seclusion room 
as a device for dealing with the patient with mental 
illness is usually, I believe, therapeutically con- 
traindicated. 

The belief was that the seclusion rooms did not 
offer as great safekeeping as the open ward and 
that use of them fostered regression and _ with- 
drawal, accentuated the fear of social contact, in- 
creased the sense of stigmatization in being insane, 
confirmed the fear in a patient that he might lose 
all control and go to pieces, tended to lower his 
self-control by placing him in a situation where he 
“could go crazy,” or fostered in some patients with 
neuroses the need for special privilege and private 
isolation. For those patients who were not in the 
seclusion room, it meant other things: some were 
intimidated, feeling they might be next, and some 
of those who were more seriously il] misinterpreted 
the yelling. 

Moreover, the antitherapeutic effects of the se- 
clusion room reach out beyond the isolated patient 
himself to the therapeutic community as a whole. 
Both staff members and patients feel a fear of the 
patient whom the doctors have considered neces- 
sary to “lock up,” and this fear inevitably creates 
tension on the ward. 

Even with the suicidal patients, those traditional 
occupants of the seclusion room, the theory in the 
therapeutic community at the hospital at Oakland 
was that they were safer on the ward, with the 
continuous help of the other patients. 

Community Meetings.—Six days a week, imme- 
diately after the morning sick call, the patients and 
staff met on the ward for a 45-minute discussion 
period. The patients were not forced to attend 
these meetings, but the firm expectation that they 
would do so was highly effective. Only 2 of the 939 
patients on the ward in the entire course of the 
therapeutic community program refused to attend. 

The process of therapy in the community group 
meetings is reported elsewhere,’ but it essentially 
dealt with “here and now” problems. One fragment 
from a community meeting will illustrate how the 
therapeutic process operated. 

A 17-year-old patient with paranoid schizophrenia arrived 
accompanied by a note describing his behavior in the pre- 


vious hospital as so noisy and violent that he had had to be 
kept in the seclusion room, deathly afraid that someone was 


the 


4 
1450 PSYCHIATRIC THERAPEUTIC COMMUNITY—WILMER J.A.M.A., March 22, 1958 


going to harm him. During his first few days on the ward, 
he sat silent in the community meetings. Then one day he 
suddenly stood up in the meeting and said, “Do I have to 
be shot?” I asked him what he meant, and he replied, 
“Someone told me I’m going to be shot.” 

The other patients, deeply interested, now began question- 
ing him. One asked, “Who told you?” and he said, “A sailor; 
he had three stripes.” Another patient shot out a series of 
questions, “Exactly who told you? What was his rate? And 
exactly what were his words?” The patient was silent but 
seemed to be hallucinating. I asked him, “Did you hear a 
voice?” “Yes,” he answered, “but it was the sailor.” I in- 
quired further, “Could it have been your imagination?” He 
replied, “No, it was real.” This statement brought visible 
relief to the other patients; they apparently preferred to 
deal with the reality rather than the fantasy. He continued, 
“The voice said I am going to be executed.” 

At this point a sergeant stood up, walked to his side, 
and said in a fatherly voice, “You are not going to be shot. 
Son, you have a job to do, and we're here to help you. 
We're a group. There are men on your left and men on 
your right, and it would be hard to shoot you here. We 
will help you.” (As was frequently observed in the com- 
munity discussions, the sergeant did not deal with the 
delusional nature of the patient’s psychotic communication; 
instead, he emphasized the present reality—the fact that he 
was a member of a group which would protect him. ) 

Another patient, one with a neurosis, joined the sergeant 
and said, “The guy who said it should be shot.” A patient 
with a psychoneurosis with severe phobias solicitously in- 
quired, “How do you feel?” 

“T am afraid of being shot.” 

Someone now suggested that perhaps his present fears 
were related to fears which he had had as a child, and 
the group moved on into a discussion of this subject. 

It was observable that, after this meeting, his delusional 
fear of being executed lost its force. For a few days he still 
occasionally referred to it, but almost as if he were talking 
about an abstract idea rather than something which he 
believed was actually going to happen. By the end of his 
stay on the ward, he ceased mentioning it altogether. 


The effect of the community meetings carried 
over in numerous ways to the other 23 hours of 
the patients’ day in the therapeutic community. 
Staff observers who remained on the ward during 
the entire day were able to report a continuous and 
rather sophisticated discussion, usually stemming 
from the morning's community meeting, which 
helped to relieve the inevitable monotony of life 
on the ward. The patients read, played cards or 
pingpong, exercised together in the courtyard, 
organized games, or formed small groups among 
themselves. In general, it was apparent that the 
ward had become a social community. Behavior 
improved discernibly, and acts of violence prac- 
tically disappeared; incontinence was rare, and 
even patients with the most severe psychoses were 
accepted into the community meetings and often 
functioned exceedingly well, sometimes showing 
dramatic symptomatic improvement in a matter of 
days. 


Staff Operation 


Staff Training and Attitudes.—The operational 
set-up at the Oakland hospital provided billets for 
two full-time nurses and nine corpsmen on the ad- 
mission ward. No increase in the number was made 


for purposes of the therapeutic community experi- 
ment, and there was no selection of personnel. In 
numbers and in qualifications the staff was com- 
parable to that employed on the other psychiatric 
wards of the hospital. The normal rotation turn- 
over was such that the average of nine corpsmen 
billets was filled by 49 different corpsmen in the 
course of the 10-month program. 

There was no preliminary period of staff orienta- 
tion and training. The corpsmen and nurses as- 
signed to the ward learned to operate in a 
therapeutic community through a process of on-the- 
job training. Daily staff meetings, as well as the 
daily community meetings of patients and staff, 
were a part of this training process but so also 
were all the staff-patient relationships throughout 
the 24-hour day on the ward. 

The first reaction of the staff to the therapeutic 
community's departures from traditional mental 
hospital procedures was one of mild consternation. 
In particular, the corpsmen feared that, without 
the use of the seclusion room, they would lack 
means of enforcing their requests or orders. A 
cartoon which one of the corpsmen drew and 
placed on my desk suggests their attitude. It 
showed a patient holding a club over a corpsman’s 
head, and the corpsman helplessly saying, “Come 
on, let’s talk this over. You know I can't put you 
in the quiet room.” 

Gradually, however, through a process of “learn- 
ing while doing,” the corpsmen were largely re- 
lieved, at least consciously, of their fears of the 
patients. And, with the patients relieved of their 
fears of harsh treatment, a spirit of mutual coopera- 
tiveness developed which was often moving to see. 
The firm expectation of good behavior, without an 
“or else,” paid dividends. In commenting on the 
difference between the old way and the new, one 
corpsman said to me, “You should have been here 
before. It didn’t matter how good the corpsmen 
were; it was how much meat they had on their 
bones.” He was referring to the violent physical 
struggles, which he rather vividly described, that 
had frequently taken place while patients were put 
in the seclusion room. 

The corpsmen were quick to recognize also that 
the use of the seclusion room was often a punitive 
measure. (Witness the colloquialism, “Throw them 
in the quiet room.” ) One corpsman, who had been 
involved in some disciplinary difficulty while 
drinking on his night off, said to me the following 
morning, “Now that we can't use the quiet room, 
we've got to take our aggression out in some other 
way.” 

Staff Meetings.—Immediately after the daily com- 
munity meeting of patients and staff, the staff 
gathered in my office for a 30-45 minute meeting. 
Here we discussed in detail and analyzed the 
community meeting that had just ended. 


tad 
pat 
Py. 
ONES | 


Vol. 166, No. 12 


The morning and afternoon shifts on the ward 
were alternated. The night crew, however, was con- 
stant; I met with them separately when I was officer 
of the day (on the average, once in every eight 
days) for a half hour to discuss the ward. In addi- 
tion, | met once a week with the nurses and once 
a week with the corpsmen. 

Besides regularly scheduled meetings, 
there were innumerable brief discussions with 
staff members, individually or in groups, in the 
hall or in my office (informal contacts were en- 
couraged ). In these, the staff brought to me not 
only their questions about patients, but also a con- 
tinuing feedback of information about what they 
had observed on the ward. At the request of the 
night crew, also, the corpsmen on night duty and | 


these 


exchanged daily notes, mine informing them of 
what had occurred during the day and theirs tell- 
ing me what had happened during the night. This 
practice rounded out for all of us the 24-hour pic- 
ture of life on the ward. 

By the end of the first three months of the 
therapeutic community program, it was obvious 
that the staff had largely lost their initial fear of 
the innovations, had wholeheartedly accepted the 
philosophy of the experiment as their own, and had 
identified with the ward spirit. They had _ truly 
come to regard themselves as fellow members of 
the patients in the therapeutic community and had 
made this membership part of their conscious and 
unconscious habit in their activities and relation- 
ships on the ward. They took an increased interest 
in their work; the “eight-hour” culture for prac- 
tical purposes disappeared, and both corpsmen and 
nurses voluntarily staved beyond their duty hours, 
if necessary, to care for the patients. If the pressure 
of my work made it necessary for me to meet with 
the corpsmen outside their regular working hours, 
they came willingly. The patients were treated with 
respect and dignity, and, for the most part, this 
attitude was reciprocated. 

Interviews with the Patients.—The rapid turnover 
of the patient population, while it served the pur- 
pose of enabling us to test out certain hypotheses 
repeatedly, also represented an appreciable work 
load. Each patient was seen briefly within an hour 
of his admission and was later given a long evalua- 
tion interview. One patient, chosen at random from 
each of the overlapping groups, was also seen in 
daily 30-minute interviews during his 10-day stay 
on the ward. This was done primarily for the pur- 
pose of enabling me to keep a finger on the pulse 
of the ward through a sort of special and more 
personal feedback on its atmosphere. 

For the rest of the patients, individual interviews 
were arranged by the simple device of posting a 
“doctor's list” on the bulletin board, which stated, 
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“Anyone who wishes to see the doctor may write 
his name on this list. You will be seen as soon as 
possible, in turn.” Each patient who requested an 
interview was seen within 48 hours. The list pre- 
vented the possibilitv of any broken verbal promise 
to a patient. It also enabled all patients to see who 
was requesting interviews and how often and where 
their own names came on the list in relation to 
others in the burden of work facing the doctor. As 
a result, frivolous requests almost totally disap- 
peared. Highly personal questions and administra- 
tive questions with which the community meetings 
were not concerned were usually reserved for this 
time, and many problems were satisfactorily dealt 
with within the croup. 

Over the 10 months of the experiment, about 
two-thirds of the patients signed their names on the 
“doctor's list” and about half of this number re- 
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Fig. 5.—Proportion of patients requesting individual inter- 
view through doctor's list, according to major diagnostic 
categories, compared with sample of 576 patients. 


quested only one interview. It is extremely interest- 
ing that no major diagnostic category was dispro- 
portionately represented in the total number of 
patients requesting interviews (fig. 5). The diag- 
nostic breakdown closely paralleled that of the 
patient sample, being significant statistically at the 
1% level (0.001<p<0.01). 

Some interesting differences between the three 
major categories are observable, however, in ana- 
lvzing the number of interviews requested by indi- 
vidual patients (fig. 6). The withdrawn patients, 
often with hallucinating schizophrenic illness, in- 
creasingly sought the support of the one-to-one re- 
lationship; they tended to request two, three, or 
more interviews. The patients with psychoneuroses, 
though making almost equal demands for a first 
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interview, showed a reverse phenomenon in regard 
to additional interviews. (In effect, they did not 
“talk the doctor’s arm off,” as popular misconcep- 
tion might lead one to expect. They sought not 
only fewer interviews than patients with schizo- 
phrenia, but also shorter.) The patients whose 
illness was in the category of character and per- 
sonality disorders, on the other hand, sought out 
the doctor in a slightly lower proportion for initial 
interviews than the other two categories of pa- 
tients, but the number of them who requested a 
second interview remained relatively high, while 
the number requesting a third interview dropped 
sharply. It was as if the patients in this category 
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Fig. 6.—Proportion of patients in each major diagnostic 
category who requested one, two, and three or more inter- 
views on doctor’s list. 


were testing out first, whether the doctor could be 
trusted to see them, as the list on the bulletin board 
implicitly promised, and second, whether he would 
be the “same person” if they saw him again. Satis- 
fied on these two points, they had less interest in 
further interviews. 

The demands on the doctor's time diminished in 
a measure because patients knew that if they 
wished to be seen they would be and that the list 
implied a contract which was not allowed to de- 
fault. More detailed studies of the ward program 
have been and will be published.* 
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Summary 


A therapeutic community technique carried out in 
an admission ward of a naval hospital over a 10- 
month period offered an effective program of pa- 
tient management. During this time almost 1,000 
patients with diagnoses of psychotic, psychoneuro- 
tic, and character disorders were admitted. While 
this technique also seems to be an effective form 
of psychotherapy, this point has not been proved. 
However, it is a type of ward administration which 
helps to fill the gap of staff shortages and opens 
up new possibilities for treatment. 

The therapeutic program involved the daily use 
of community meetings attended by both staff and 
all patients in a manner significantly different from 
traditional group therapy with its highly selected 
small groups and its therapeutic orientation toward 
deeper interpretations and uncovering techniques. 

Treatment at the beginning of hospitalization is 
a crucial and somewhat neglected area. In this 
program the expected role of the patient was to 
function as nearly normally as possible and to 
show self control. Patients were conceived of as 
“not dangerous.” The seclusion room and restraints 
were not used, and sedatives were employed rarely. 
Ataractic drugs, in selected hyperactive patients 
with psychoses, were helpful. Emphasis was on 
social factors of tranquilization rather than chemi- 
cal tranquilizers. 

The availability of personal interviews at the 
written request of patients was a valuable aid in 
patient management, and, rather than increasing 
the work load of the doctor, it seemed to decrease 
demands upon his time. 


Sapius est initium mederi, quam fini (It is better to doctor 
in the beginning than at the end).—Erasmus, Adagia. 


200 First St. S. W., Rochester, Minn. 


The opinions contained herein are the private ones of the 
author and are not to be construed as official views of the 
Navy Department or of the Naval service at large. 
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LEVALLORPHAN 


The intravenous administration of narcotic anal- 
gesics for supplementation of nitrous oxide—oxy- 
gen-thiopental (Pentothal) sodium anesthesia has 
become widely accepted. Siker and others ' re- 
ported that the narcotic analgesic alphaprodine 
( Nisentil) hydrochloride can be used with advan- 
tage as a supplementing agent. Subsequently, 
it was found that the narcotic antagonist leval- 
lorphan (Lorfan) tartrate, when it was employed 
in combination with alphaprodine, made it pos- 
sible to use significantly larger doses of the latter 
compound without causing undue respiratory de- 
pression and thus to decrease considerably the 
amounts of thiopental required.’ It was also demon- 
strated that the state of consciousness of patients 
who had received both drugs was superior at 
termination of surgery to that obtained with other 
techniques. 

Since meperidine (Demerol) hydrochloride is 
the agent most widely used for supplementation 
of nitrous oxide—oxygen-thiopental anesthesia, it 
seemed of interest to study whether the conjoint 
administration of Jevallorphan and meperidine has 
advantages similar to those derived from the use 
of levallorphan in combination with alphaprodine, 
and an investigation was undertaken accordingly. 

Material 

Two series of patients undergoing surgery were 
studied. The age and sex distributions, as well as 
the types of operations and the relative frequency 
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AND MEPERIDINE IN ANESTHESIA 


STUDY OF EFFECTS IN SUPPLEMENTATION OF NITROUS 
OXIDE-OXYGEN-THIOPENTAL SODIUM ANESTHESIA 


Francis F. Foldes, M.D. 


Kamil H. Ergin, M.D., Pittsburgh 


Meperidine hydrochloride is widely used 
to supplement nitrous oxide—oxygen—thio- 
pental sodium anesthesia. It has been shown 
that its use reduces considerably the patient's 
thiopental requirements. If the respiratory de- 
pression caused by the meperidine is antag- 
onized by the use of levallorphan, the 
amount of meperidine can be increased and 
thus a further saving of thiopental can be 
effected. This was shown by comparing the 
thiopental requirements of two series of 
patients undergoing surgery with nitrous 
oxide—oxygen—thiopental anesthesia. In 
one series of 462 patients, anesthesia was 
supplemented with meperid’ne alone, and in 
the second series of 501 patients, meperi- 
dine plus levallorphan was used. This study 
confirms the reports of others that /eval- 
lorphan counteracts meperidine-induced re- 
spiratory depression and, by permitting the 
use of larger doses of meperidine, exerts a 
thiopental-saving effect. 


of the various procedures, were about the same in 
both series. In one series, consisting of 501 patients, 
meperidine and levallorphan were used for supple- 
mentation of nitrous oxide—oxygen-thiopental anes- 
thesia, and in the other series, consisting of 462 
patients, meperidine without levallorphan was the 
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supplementing agent. For brevity, the two series 
will be referred to hereafter as “meperidine-leval- 
lorphan” series and “meperidine alone” series. 

Depending on the use of a muscle relaxant dur- 
ing anesthesia, both series were divided into three 
subgroups. Patients in the first subgroups (166 and 
196 respectively ) did not receive a muscle relaxant, 
those in the second subgroups (126 and 107 respec- 
tively) were given a relaxant for intubation only, 
and those in the third subgroups (209 and 159 
respectively ) received a muscle relaxant throughout 
anesthesia. 

Anesthetic Management 


All patients received premedication as previously 
described.’ On the patient's arrival in the operating 
room, his mouth and pharynx were sprayed with a 
1% tetracaine (Pontocaine) hydrochloride solution 
and an intravenous infusion was initated. All subse- 
quent injections were administered through the 
rubber sleeve of the infusion tubing. 

In general, the patients in the meperidine-leval- 
lorphan series were given a levallorphan dose of 
0.02 mg. per kilogram of body weight, and this 
was followed three to six minutes later by 2 mg. 
per kilogram of body weight of meperidine (1:100 
ratio). In aged and debilitated subjects these initia] 
doses were reduced by one-third or one-half. After 
the injection of meperidine, a 4 liter to 1 liter ni- 
trous oxide—oxygen mixture was administered by 
face mask in a semiclosed circuit for three to five 
minutes and an oropharyngeal airway was inserted. 
If the patient resisted the insertion of the airway, 
50-200 mg. of thiopental was injected as a 2.5% 
solution in 25 to 50 mg. increments until the airway 
could be inserted with ease. The amount of thio- 
pental required was between 50 and 100 mg. in 
the majority of cases and seldom exceeded 150 mg.; 
50-200 mg. of thiopental was used in all patients 
who were to be intubated. The patients in the 
“meperidine alone” series were first given a sleep- 
ing dose of thiopental as a 2.5% solution to permit 
the insertion of an oropharyngeal airway. This dose 
ranged from 200 to 625 mg. 

In patients of both series in whom intubation was 
indicated, this was carried out after administration 
of 100% oxygen (for about 30 seconds) and of 
succinylcholine. In cases in which prolonged mus- 
cular relaxation was not required, a single 10-50 mg. 
dose of succinylcholine was given. If muscular re- 
laxation was to be maintained throughout surgery, a 
continuous infusion of succinylcholine was initiated 
before intubation.’ After insertion of the orophar- 
yngeal airway or the endotracheal tube, the anes- 
thetic circuit was washed out three times with the 
nitrous oxide-oxygen mixture. Thereafter, nitrous 
oxide-oxygen was administered in a closed circuit 
according to a previously described technique,* and 
the patients in the meperidine alone series received 
an initial dose of 12.5 to 50 mg. of meperidine. 
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If the depth of anesthesia was inadequate at the 
beginning of or during surgery, the patients in both 
series received additional doses of meperidine, in- 
jected two to three minutes apart, until the desired 
level of anesthesia was obtained. These fractional 
meperidine doses ranged from 12.5 to 25 mg. in the 
meperidine-levallorphan series and from 12.5 to 50 
mg. in the meperidine alone series. The administra- 
tion of additional doses of meperidine in both series 
was governed by the signs of lightening of anes- 
thesia (voluntary movements, breath holding, ir- 
regular breathing, and tachypnea). The average 
interval between supplementary doses of meperi- 
dine ranged from 8 to 20 minutes. Occasionally, 
supplementary doses had to be given more fre- 
quently early in anesthetization. Usually, the inter- 
val between successive meperidine doses could be 
prolonged with increasing duration of anesthesia. 

When adequate depth of anesthesia could not be 
achieved or maintained by giving fractional doses 
of meperidine without depressing the respiratory 
rate to less than 12 respirations per minute, addi- 
tional doses of 25 to 50 mg. of thiopental were given 
two to three minutes apart to patients in both series. 
In the meperidine-levallorphan series, one or more 
additional 0.4-0.6 mg. doses of the narcotic antag- 
onist were administered when the patient's respira- 
tory activity was inadequate after termination of 
anesthesia. In the meperidine alone series, leval- 
lorphan was given in the aforementioned doses 
during or after anesthesia as needed. To assure 
adequate alveolar ventilation, respirations were as- 
sisted by manual compression of the breathing bag 
throughout the period of anesthesia in patients of 
both series. Whenever apnea developed, either be- 
cause of central depression caused by meperidine 
or because of the inadvertent administration of too 
much muscle relaxant, controlled respiration was 
used until the patient resumed spontaneous respira- 
tory activity. 


Method of Evaluation 


The milligram-per-minute requirements of pa- 
tients receiving thiopental and meperidine were 
compared in the two series and statistically ana- 
lyzed. Since these criteria had been found to be 
influenced by the duration of anesthesia,’ this factor 
was taken into consideration in the analysis of our 
findings. 

Moreover, the state of consciousness within five 
minutes of termination of surgery was determined 
in all patients; these were grouped together in the 
two series according to their ability to answer 
questions, obey simple commands, and react to 
tactile stimulation and according to their inability 
to respond. Careful observations of respiratory rate 
and depth, pulse rate, and blood pressure were 
made in all patients. 
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Finally, the incidence of various postoperative inversely proportional to the duration of anesthesia. 


complications during the first 48 hours after surgery Of the 166 patients who did not receive succinyl- 
and the analgesic requirements during the first choline in the meperidine-levallorphan series, 11 
24-hour postoperative period were determined for developed apnea of short duration during anes- 


all patients. thesia. The total duration of the apnea of these 11 


TaBLE 1.—Average Milligram-per-Minute Thiopental Requirements® of 501 Patients Receiving Meperidine Plus Levallorphan 
and of 462 Patients Receiving Meperidine Alone as Supplement to Nitrous Oxide-Oxygen-Thiopental Sodium Anesthesia 


No Muscle Relaxant Relaxant for Intubation Relaxant for Maintenance 
Meperidine Plus Meperidine Meperidine Plus Meperidine Meperidine Plus Meperidine 
Levallorphan Alone Levallorphan Alone Levallorphan Alone 
Duration of Anesthesia, Min (166 Patients) (195 Patients) (126 Patients) (107 Patients) (209 Patients) (159 Patients) 

11.740.9 .2420.7 

1.77205 see 

6.230.7 10,.790.9 11.291.0+ 14.960.9+ 10.380.9+ 
1.9720.1 5. 6820.6 4.09*+0.3 
3.20.4 5.87-0.4 3.29+0.2 5.062-0.5 
3.400.383 8.697204 3.31-0.2 3.28+-0.2 3.550.323 
950.3 4.327-0.5 3.29>0.4 3.7520.53 3.42-0.2 3.20%-0.53 
2.02+0.3 5.9121.2 2.3420.5 3.4380.83 2.010.1 2.80.33 


* Computations within probable error of the mean + All cases up to 60 min } Difference not statistically significant 


Results 


patients was 199 minutes, and the total duration 
of the anesthesia of all 166 patients was 12,566 
minutes. On the other hand, 24 of the 196 patients 
of the corresponding subgroup in the meperidine 
alone series developed apnea of short duration dur- 
ing anesthesia. The total duration of the apnea of 
these 24 patients was 518 minutes, and the total 
duration of the anesthesia of all 196 patients, 12,419 
minutes. 

Thus, the incidence of apnea in the “no muscle 
relaxant” subgroup in the meperidine-levallorphan 
series was 6.6%, and that in the corresponding sub- 
group in the meperidine alone series was 12.2%. 


Of the 166 patients in the meperidine-levallor- 
phan series who did not receive a muscle relaxant 
and in whom endotracheal intubation was not per- 
formed, 2 did not require any thiopental. The 
data summarized in table 1 show that the average 
milligram-per-minute requirements of thiopental 
were inversely proportional to the duration of anes- 
thesia, both in the meperidine-levallorphan and in 
the meperidine alone series. It is also evident that, 
with one exception (relaxant for maintenance sub- 
groups, with duration of anesthesia 151-180 min- 
utes), the milligram-per-minute requirements of 


thiopental were less in the meperidine-levallorphan Similarly, the total duration of the apnea expressed 
series than in the meperidine alone series. The as percentage of the total duration of the anesthesia 
decreases of the thiopental requirements which were was 1.6% in the former subgroup and 4.2% in the 
more marked in the corresponding subgroups of pa- latter subgroup. As is seen in table 3, the state of 
tients who did not receive a muscle relaxant were, consciousness at the end of surgery varied, in gen- 
in general, of the order of 30 to 50%. In contrast, eral, only insignificantly in the corresponding sub- 


the milligram-per-minute requirements of meperi- groups of the two series. 


TABLE 2.—Average Milligram-per-Minute Meperidine Requirements® of 501 Patients Receiving Meperidine Plus Levallorphan 
and of 462 Patients Receiving Meperidine Alone as Supplement to Nitrous Oxide-Oxygen-—Thiopental Sodium Anesthesia 


No Muscle Relaxant Relaxant for Intubation Relaxant for Maintenance 


Meperidine Plus Meperidine Meperidine Plus Meperidine Meperidine Plus Meperidine 
Levallorphan Alone Levallorphan Alone Levallorphan Alone 
Duration of Anesthesia, Min (166 Patients) (196 Patients) (1% Patients) (107 Patients) (209 Patients) (159 Patients) 

6.56+0.6 2.780.2 
4.35-0.2 1.9120.1 see 
3.680.038 1.080.05 5.720.4¢ 2.26+0.1+ 4.4>04+ 1.750.1+ 
2.880.022 1.300.1 2.36+0.2 1.%=-0.1 1.35-20.05 
2.34+0.1 1,100.2 2.450.1 1.070.08 2.42+0.3 1.060.915 
1,720.1 0.810.3 1.150.1 2.150.1 1.150.07 
2.10+0.038 0.7120,1 1.90.07 1.@M+0.1 
1.110,.08 1.32+0.1 0.980.1 1.4380.1 0.740.056 


* Computations within probable error of the mean. + All cases up to 60 min } Difference not statistically significant. 


dine were considerably higher in all three sub- It is evident from table 4 that the initial and 


groups of the meperidine-levallorphan series than terminal ranges and the initial and terminal aver- 
in the corresponding subgroups of meperidine alone ages of respiratory rates, pulse rates, and blood 
series (table 2). In general, the milligram-per-min- pressure readings of the patients in both series did 


ute requirements of meperidine in both series were not show any excessive increase or decrease. 
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In the meperidine-levallorphan series, 58 patients 
needed supplementary doses of the narcotic antag- 
onist at the end of the operation. These usually 
were patients in whom surgery lasted three hours 
or longer. In the meperidine alone series, 23 pa- 
tients required levallorphan during anesthesia and 
46 patients at termination of surgery to combat 
respiratory depression. 
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TABLE 3.—State of Consciousness, Within Five Minutes of Termination of Surgery, of 501 Patients Receiving Meperidine Plus 
Levallorphan and of 462 Patients Receiving Meperidine Alone as Supplement to Nitrous Oxide- 
Oxygen—Thiopental Sodium Anesthesia 
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corresponding subgroup of the meperidine-levallor- 
phan series and the total duration of the apnea ‘n 
the former subgroup, expressed as percentage of 
the total duration of the anesthesia, was almost 
three times as long as in the latter subgroup. It is 
evident, then, that a dose of levallorphan of 0.02 
mg. per kilogram of body weight, given intraven- 
ously three to six minutes prior to the intravenous 


No Muscle Relaxant 
Meperidine Plus 
Levallorphan 
(166 Patients), 


« 


Meperidine 
Alone 


Answering questions ................. 28 27 
Obeying commands Ww 
Reacting to tactile stimulation .... 27 Bh 


(19 Patients), 


Meperidine Plus 


(126 Patients), 


Relaxant for Intubation Relaxant for Maintenance 
Meperidine 
Alone 
(159 Patients), 


Meperidine Plus 
Levallorphan 
(209 Patients), 


Meperidine 
Alone 
(107 Patients), 


« « 


Levallorphan 


87 


30 31 

9 4 8 11 
40 34 43 34 
21 18 


The general appearance of the patients in both 
series was, as a rule, excellent throughout surgery 
and during the postanesthetic period. Despite ade- 
quate premedication with parasympatholytic agents, 
marked miosis was frequently encountered. 

Table 5 shows that the incidence of postoperative 
complications was approximately the same in the 
meperidine-levallorphan series and in the meperi- 
dine alone series. The same was true of the severity 
of the reactions encountered. 

A comparison of the postoperative analgesic re- 
quirements in the meperidine-levallorphan series 
and in the meperidine alone series is shown in 
table 6. As is seen, the needs for pain-relieving 
medication were about equal in the corresponding 


TaBLe 4.—Changes of Respiratory Rates, Pulse Rates, and 

Blood Pressure Readings in 501 Patients Receiving 

Meperidine Plus Levallorphan and in 462 Patients Receiving 

Meperidine Alone as Supplement to Nitrous Oxide-Oxygen— 
Thiopental Sodium Anesthesia 


Blood Pressure, Min. He 


Respiratory Pulse “~ 


Diastolic 


Rate; Min. Rate; Min. Systolic 
Range Av. Range Av. Range Av. Range Av. 
Meperidine plus levallorphan 
Initial 16-24 18 0-142 M 80-200 121 40-120 69 
Minimal 4-24 11 48-110 76 60-165 106 40-100 67 
Maximal = 12-36 Is 60-140 9” 90-240 135 40-120 79 
Terminal 8-28 14 60-120 82 78-200 141 40-100 72 
Meperidine alcne 
Initial 10-32 18 60-142 74-200 120 38-120 70 
Minimal 3-24 48-120 75 60-220 107) 38110 
Maximal 8-40 18 60-140 89 70-240 137 38-120 79 
Terminal 8-36 14 60-120 82 70-200 «131 38-110 73 


subgroups, regardless of whether meperidine and 
levallorphan or meperidine alone were used for 
supplementation. 


Comment 
As was shown, the incidence of apnea in the no 


muscle relaxant subgroup of the meperidine alone 
series was approximately twice as high as in the 


injection of 2 mg. per kilogram of body weight of 
meperidine, prevented the respiratory-depressing 
effects of the latter drug to a considerable degree. 
While the initial meperidine-levallorphan ratio was 
100:1, the ratios of the total doses of the two 
agents varied, depending on the total dose of 
meperidine given and on the administration of 
additional doses of levallorphan after termination 
of anesthesia. Thus, the average ratios in the three 
subgroups of patients were as follows: for patients 
who did not receive a muscle relaxant, 154:1; for 
patients who received a muscle relaxant for intu- 
bation, 178:1; and for patients who received a 
muscle relaxant for maintenance, 191:1. 

A comparison of the results in the meperidine- 
levallorphan and the meperidine alone series here 
presented and of the results in the alphaprodine- 
levallorphan and the alphaprodine alone series pre- 
viously reported * is of interest. The milligram-per- 
minute thiopental requirements were, generally, 
one and one-half times lower (table 1) and the 
meperidine requirements approximately two times 
greater (table 2) in the meperidine-levallorphan 
series than in the meperidine-alone series. With 
the exception of a few groups so indicated in tables 
1 and 2, these differences are statistically significant 
(p<0.02, except in a few instances in the group 
receiving thiopental, where p<0.05). On the other 
hand, the milligram-per-minute thiopental require- 
ments were two to five times lower and the alpha- 
prodine requirements three to six times greater in 
the alphaprodine-levallorphan series than in the 
alphaprodine alone series previously reported.’ 
Thus, the thiopental-saving effect of levallorphan 
was considerably greater in combination with alpha- 
prodine than with meperidine. This is most clearly 
evident if one considers that 27% of the patients 
in the no muscle relaxant subgroup of the alpha- 
prodine-levallorphan series but only 1.2% of the 
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patients in the corresponding subgroup of the far superior to that of patients in whom alphapro- 


meperidine-levallorphan series did not require any dine alone was “sed. In contrast, such a difference 
thiopental. in reactivity was not observed in the meperidine- 

The greater thiopental-saving effect of levallor- levallorphan series and in the meperidine alone 
phan in conjunction with alphaprodine may be due series (table 3). The failure of the patients in the 


to the fact that the alphaprodine dose of 1 mg. per former series to regain consciousness as rapidly as 


TaBLE 5.—Incidence of Postoperative Complications in 501 Patients Receiving Meperidine Plus Levallorphan and in 462 
Patients Receiving Meperidine Alone as Supplement to Nitrous Oxide-Oxygen-Thiopental Sodium Anesthesia 


No Muscle Relaxant Relaxant for Intubation Relaxant for Maintenance 


Meperidine Plus Meperidine Meperidine Plus Meperidine Meperidine Plus Meperidine 
Levallorphan Alone Levallorphan Alone Levallorphan Alone 
Complications (166 Patients) (1% Patients) (126 Patients) (107 Patients) (209 Patients) (159 Patients) 
Nausea, % .. A bated 10.30 9.18 19.84 19.62 24.87 27.44 
Vomiting, % 10.30 11.70 14.28 11.21 17.70 0.12 
Drowsiness, “ . 0.60 were 0.93 3.34 251 
Perspiration, 11.44 7.00 10.31 10.28 13.83 
8.61 5.10 3.32 6.54 OAT 
Vertigo, % ‘ 0.6 0.51 
Respiratory depression, % ee 0.4 
No side-effects, .. 61.35 45.04 48.62 32.59 30.46 


kilogram of body weight used in that series pro- the patients in the alphaprodine-levallorphan series 


vides greater intensity of analgesia than the meperi- may be attributed to the aforementioned fact that 
dine dose of 2 mg. per kilogram of body weight meperidine has a more prolonged: and_ therefore 
employed in the present meperidine-levallorphan more cumulative action than alphaprodine. 
series. This study confirmed the findings, originally re- 
The observation that the average milligram-per- ported by Hamilton and Cullen,” that levallorphan 
minute requirements of thiopental and of meperi- counteracts meperidine-induced respiratory depres- 
dine were inversely proportional to the duration of sion and showed that this narcotic antagonist, when 
anesthesia is in agreement with previous experiences employed in combination with meperidine for 
when alphaprodine without levallorphan ‘ or alpha- supplementation of nitrous oxide-oxygen-thiopental 
prodine with levallorphan * \ere used for supple- anesthesia by the technique described, will prevent 
mentation of nitrous oxide—oxygen-thiopental anes- such depression to a considerable degree. However, 
thesia. the use of levallorphan in combination with 
However, this decrease of milligram-per-minute meperidine will not produce better postopera- 
requirements of both barbiturate and narcotic anal- tive reactivity of patients than the use of meperi- 
gesic was more marked in the two meperidine series dine alone. 


TABLE 6.—Postoperative Analgesic Requirements of 501 Patients Receiving Meperidine Plus Levallorphan and of 462 Patients 
Receiving Meperidine Alone as Supplement to Nitrous Oxide-Oxygen-Thiopental Sodium Anesthesia 


Patients Requiring Analgesies, 


No Muscle Relaxant Reluxant for Intubation Relaxant for Maintenance 
Meperidine Plus Meperidine Meperidine Plus Meperidine Meperidine Plus Meperidine 
Levallorphan Alone Levallorphan Alone Levallorphan Alone 
Hr. Atter Termination of Surgery (166 Patients) (19 Patients) (126 Patients) (107 Patients) (200 Patients) (159 Patients) 
9.68 9.72 11.99 14.18 23.50 22.64 
12.6 8.70 15.87 12.14 19.45 01 
11.44 14.28 16.66 14.95 13.50 14.46 
13.85 15.30 19.47 15.88 15.98 9.48 
9.08 2.55 9.62 6.54 3.14 
Patients not requiring 
40.39 46.90 23.31 31.66 8.16 10.62 


* From 0-24 hours after surgery 


than in the two alphaprodine series. This is con- Summary and Conclusions 
sistent with the longer duration of action of meperi- The 


narcotic antagonist levallorphan (Lorfan) 
dine which leads to cumulative effects greater than 


tartrate was used in combination with meperidine 


those resulting from alphaprodine. (Demerol) hydrochloride for supplementation of 
As was previously shown,’ the postoperative re- nitrous oxide-oxygen-thiopental (Pentothal) sodi- 
covery of patients who had been receiving anlha- um anesthesia. The results in a series of 501 patients 


prodine and levallorphan for supplementation was thus managed were compared with those in a con- 


= 
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trol series of 462 patients in whom nitrous oxide- 
oxygen-thiopental anesthesia was supplmented by 
meperidine alone. The combined use of levallorphan 
and meperidine made it possible to employ larger 
doses of the latter drug and thus to decrease the 
amounts of thiopental required. 

Levallorphan afforded excellent protection against 
respiratory depression from the large doses of me- 
peridine used, as evidenced by the fact that the 
incidence of apnea in the “no muscle relaxant” 
subgroup of the “meperidine alone” series was ap- 
proximately twice as high as in the corresponding 
subgroup of the “meperidine-levallorphan” series. 
In both series, the milligram-per-minute thiopental 
and meperidine requirements were inversely pro- 
portional to the duration of anesthesia. 

The reactivity of the patients at termination of 
surgery was approximately the same in both series. 
When levallorphan was used in combination with 
alphaprodine (Nisentil) hydrochloride, postopera- 
tive recovery was more prompt than when levallor- 
phan and meperidine were employed. Therefore, 
if one aims at rapid recovery from anesthesia, the 
former combination is preferable. 

It is concluded that levallorphan protects against 
meperidine-induced respiratory depression just as 
well as it does against such depression from al- 
phaprodine. This protection makes possible the use 
of larger doses of narcotics for supplementation of 


nitrous oxide—oxygen-thiopental anesthesia, and 
this, in turn, has a thiopental-saving effect. How- 
ever, postoperative recovery is more prompt when 
alphaprodine is used in conjunction with levallor- 
phan than when meperidine, combined with this 
narcotic antagonist, is employed. 
Pride and Locust streets (19) (Dr. Foldes). 
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YPING POLIOMYELITIS VIRUSES.—In a number of instances, e. g., influenza 


Western equine encephalitis and the adenoviruses it has been shown that the virus 

can be identified, and typed, by employing the isolates as antigens and examining 
them against known immune sera by the complement-fixation technique. Such a 
method is more economical and more rapidly performed than is the neutralization 
test, and also yields results much sooner than does the latter. . . . Since HeLa cell 
and monkey kidney cell culture systems are perhaps the most widely employed for 
virus isolation purposes, attention was focused on the identification and typing of 
poliomyelitis viruses isolated in these two culture systems. Since poliomyelitis viruses 
growing in HeLa cell cultures produced more potent complement-fixing antigens 
than do the same viruses propagated in monkey kidney cell cultures, the results of 
complement-fixation tests conducted on infected HeLa cell culture fluids for pur- 
poses of virus typing were far more consistent and much more impressive than 
those obtained with infected culture fluids (virus isolates) from monkey kidney cell 
cultures. . . . Although the complement-fixation method was considerably less sensi- 
tive for the identification of poliomyelitis viruses isolated in monkey kidney cell cul- 
tures, the procedure might nevertheless be used to some advantage in routine lab- 
oratory diagnosis of poliomyelitis, since almost three fourths of the isolates could 
be identified by this method, leaving approximately one fourth to be tested by a 
neutralization technique. . . . In addition, fluids from monkey kidney cell cultures 
containing viral agents other than poliomyelitis viruses did not react with the polio- 
myelitis immune sera.—N. J. Schmidt and E. H. Lennette, An Inquiry into the 
Use of the Complement-Fixation Test for the Typing of Poliomyelitis Viruses, The 
American Journal of Hygiene, September, 1957. 
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Peter 


This report presents a new and esthetic modifica- 
tion of mouth-to-mouth artificial respiration. 


Preparation of the Airway 


As shown in figure 1, a size 3 oropharyngeal 
rubber airway (conventional airway of the Guedel 


type) is attached to a size 4 oropharyngeal rubber 


SIZE 1 2 
CHILD 
— 
ide al inserts | 
4 4 r ber | 
SIZE 0 
~ INFANT 


SOFT OVAL RUBBER 
| DISK 9 x 4cm. may be] 
| slipped over airway #4 


Fig. 1. 


Preparation of airway. 


airway. Thus an S-shaped instrument is formed 
one half of which serves as mouthpiece for the 
rescuer. One fuses the two airways by removing 
the metal inserts, soldering the inserts together, 
reinserting the inserts, and then vulcanizing the 
horizontal rubber disks. One and one-half centi- 
meters of the tip of the size 3 airway is cut off, since 
a blunt angle makes the mouthpiece more satis- 
factory. An oval piece of soft rubber (cut from an 
automobile inner tube) with a hole in the center can 
be slipped over the size 4 airway. This rubber piece 
is not essential, but it helps to prevent air leaks 
when it is held over the patient's lips by the 
rescuers thumbs. For use in infants a similar S- 
shaped instrument is made by fusing a size 0 and 
a size 2 airway. In this case 1 cm. of the tip of the 


size 2 airway is cut off. 


Technique of Mouth-to-Airway Artificial 
Respiration 


As shown in figure 2, the rescuer places the pa- 


tient in a supine position, forces the patient’s mouth 
open with one hand, and removes foreign material 
from the pharynx with the other hand. He then 
inserts the airway along the curve of the tongue, 
being careful not to push the tongue back but to 
hold it forward (fig. 2A). After insertion the hori- 


Chief, Department of Anesthesiology, Baltimore City Hospitals (Dr. 
Safar), and Chief, Ambulance Service, Baltimore Fire Department 
(Mr. McMahon). 


MOUTH-TO-AIRWAY EMERGENCY ARTIFICIAL RESPIRATION 


Martin McMahon, Baltimore 


Safar, M.D. 


and 


During 12 controlled experiments 87 un- 
trained rescuers performed the mouth-to- 
airway method on anesthetized and curarized 
adults. Volumes of tidal air greater than 
1,500 ml. could be moved by the mouth-to- 
airway method in all “victims.” The mouth- 
to-airway method, as well as the mouth-to 
mouth method, permits a breath-to-breath 
evaluation and control of the efficacy of 
ventilation, since the rescuer can observe the 
patient’s chest at all times and can listen to 
the expiratory gas flow while at the same 
time he has both hands free for extending 
the head and supporting the jaw, thus main- 
taining a patent upper airway. 


zontal disk of the airway must be at the level of the 
patient's lips. The long end of the airway for adults 


is inserted into adult patients and its short end used 
for children; similarly, the short end of the child's 
airway is used for infants. Pediatricians may carry 


the small airway, using its short end for infants and 


its long end for children. 


After insertion of the airway, the rescuer, posi- 
tioned at the top of the patient's head, extends the 
patient's head, grasps firmly with both hands the 


ascending rami of the mandible just beneath the 


4 
\ 
Cc 


Fig. 2.—A, Insertion of airway. B, mouth-to-airway tech- 
mouth-to-airway technique; position of rescuer’s 


nique. C, 
hands. 


ear lobes, and pulls forcefully upward (fig. 2B). In 
almost all anesthetized and comatose patients exten- 
sion of the head at the atlanto-occipital joint (sniffing 
position) and forward displacement of the mandible 
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are essential for keeping the pharynx open. When 
an artificial oropharyngeal airway is used, extension 
of the head is also essential and some patients re- 
quire in addition a forward displacement of the 
mandible. The rescuer prevents air leaks by occlud- 
ing the patient’s nose with his thenar eminences 
and by covering the corners of the patient’s mouth 
with his thumbs as shown in figure 2C. 

After a deep breath the rescuer blows immedi- 
ately into the mouthpiece—forcefully into adults, 
gently into children, and only with “puffs” from his 
cheeks into newborn infants. While blowing, he 
must watch the patient’s chest constantly. When he 
sees the patient's chest rise, he removes his mouth 
from the mouthpiece and permits the patient to 
exhale passively by the elastic recoil of the lungs 
and the chest wall. In emergency resuscitation the 
immediate ventilation of the alveoli is most im- 
portant in order to prevent cardiac arrest and 
irreversible damage to the central nervous system. 


SHALLOW SPONT. RESP. 
MOUTH-AIRWAY ASSISTANCE 


500 ill 
Vol., ml. 250 
| 9 
CYCLOPROPANE 
¢DEEPER 
SPONT. RESP. > 
| | | 
| | | 
0 1 2 3 
TIME min. 


Fig. 3.—Pneumographic tracing during “assisted respira- 
tions” with mouth-to-airway method in a child 9 years of age. 


The first 10 to 20 breaths, therefore, must be deep 
and at a rapid rate. Later a rate between 12 and 20 
per minute is satisfactory. 

If the patient’s upper airway is poorly supported, 
e. g., as a result of flexion of the head, the higher 
inflation pressures necessary to overcome the par- 
tial obstruction may force air into the stomach. 
Maintenance of a patent airway and the avoidance 
of excessively forceful inflations can prevent such 
gastric distention. If the stomach becomes dis- 
tended, gentle manual pressure over the patient's 
epigastrium between breaths can expel the air. 
Shallow spontaneous respirations can be “assisted” 
satisfactorily by the mouth-to-airway method in 


ARTIFICIAL RESPIRATION—SAFAR AND McMAHON 


J.A.M.A., March 22, 1958 


the following way: immediately after the patient 
initiates each inspiration, the rescuer blows force- 
fully and briefly into the mouthpiece (fig. 3). 


Experimental Results 


During 12 controlled experiments 87 untrained 
rescuers used the mouth-to-airway method on an- 
esthetized and curarized apneic volunteers. Volumes 
of tidal air greater than 1,500 ml. could be moved 
by the mouth-to-airway method in all volunteers. 
When the rescuers breathed at a rate of 12 per 
minute and maintained the patient's volume of 
tidal air at approximately 1,000 ml., they did not 
become dizzy for periods of up to 30 minutes of 
uninterrupted mouth-to-airway breathing. During 
this time they were able to maintain the patient's 
arterial oxygen saturation of hemoglobin at 97 to 
100% and to keep the patient's alveolar carbon 
dioxide tension below normal. After a drop in 
oxygen saturation to 88% during 60 seconds of 
deliberate apnea, five to nine deep inflations by the 
mouth-to-airway method caused the oxygen satura- 
tion to return to 100% within 10 seconds. 

After one demonstration and at the first attempt 
all 87 untrained rescuers, both laymen and doctors, 
were able to initiate tidal volumes above 500 ml. 
within 60 seconds. Although the insertion of the 
airway required from 5 to 40 seconds, the first or 
second inflation produced an adequate tidal ex- 
change in all instances. With the mouth-to-mouth 
method several breaths were often required betore 
the first adequate inflation was produced, due to 
difficulty in supporting the jaw properly. 

The mouth-to-airway method, as well as the 
mouth-to-mouth method, permits a breath-to-breath 
evaluation and control of the efficacy of ventilation, 
since the rescuer can observe the patient's chest at 
all times and can listen to the expiratory gas flow 
while at the same time he has both hands free for 
extending the head and supporting the jaw. 

The light rubber airway can be carried at all 
times by rescuers. In addition, the mouth-to-airway 
method has the following advantages over the 
mouth-to-mouth method: (1) easier maintenance of 
a patent pharynx; (2) better pulmonary ventilation; 
(3) less fatigue of the rescuer; (4) less gastric dis- 
tension. 

All men of the Baltimore ambulance service and 
the doctors of the Baltimore City Hospitals are 
using this airway at the present time. 


4940 Eastern Ave. (24) (Dr. Safar). 


We thank Drs. Austin Lamont, James Elam, and Arthur 
Norris for their technical assistance. 
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CLINICAL NOTES 


Norethindrone (norethisterone ), 17-a-ethinyl-19- 
nortestosterone, is an orally given progestational 
compound that has been reported to be approxi- 
mately 2 to 20 times as active in the human female 
as ethisterone (anhydrohydroxyprogesterone).' Like 
other progestational substances, norethindrone will 
cause a rise in the basal body temperature, disap- 
pearance of cervical fern, and induction of a se- 
cretory endometrium. When 20-40 mg. of norethin- 
drone is given orally from the 5th to the 25th day 
of the menstrual cycle, a prompt basal tempera- 
ture rise is elicited and ovulation is presumably 
inhibited.* Ten to twenty milligrams daily of nor- 
ethindrone for five days given to amenorrheic 
women after therapy with estrogens will induce a 
prompt temperature rise and withdrawal bleeding 
24-72 hours after medication is stopped.’ 

Data have been gathered which indicate that ad- 
ministration of 20-40 mg. of norethindrone daily 
will delay the onset of menstrual bleeding for 
periods of up to seven months, thus inducing a 
pseudopregnancy. This level of norethindrone is 
sufficient to delay the onset of menses even when 
it is started as late as the seventh day after ovula- 
tion. 

Material and Methods 


Since this study was designed to determine the 
ability of norethindrone to delay the onset of men- 
struation, only women with regular ovulatory 
menstrual cycles are included. They had com- 
plained primarily of infertility, endometriosis, dys- 
menorrhea, or premenstrual tension. At the selected 
time before or after ovulation, they began taking 
10-30 mg. of norethindrone orally at bedtime. This 
hour was chosen because it successfully circum- 
vents the occasional side-effects of excessive tran- 
quilization or nausea previously noted with this 
preparation.' The patients were instructed to main- 
tain a basal body temperature record, and endo- 
metrial biopsies, vaginal smears, and cervical mu- 
cus studies were carried out periodically. 
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DELAY OF MENSTRUATION WITH NORETHINDRONE, AN ORALLY 
GIVEN PROGESTATIONAL COMPOUND 


Robert B. Greenblatt, M.D. 


Edwin C. Jungck, M.D., Augusta, Ga. 


Results 


In figure 1, 11 courses of treatment are illus- 
trated in order of the day of beginning norethin- 
drone therapy, and in each case the menstrual 
period was delayed for two to five days after the 
end of therapy. The 11th patient began taking 
norethindrone on the 7th day after ovulation, or 
the 21st day of the cycle, and still the onset of 
menses was delayed until after medication was 
discontinued. 
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Fig. 1.—Delay of menses with norethindrone in 11 pa- 
tients. E. D. O. is estimated day of ovulation; E. D. M. is 
estimated day of beginning of menstruation. Black bars in- 
dicate when menstruation actually began after withdrawal 
of the drug. 


In a dosage of 20 to 30 mg. daily, norethindrone 
has with but few exceptions maintained amenor- 
rhea for periods of three to seven months with no 
breakthrough bleeding. At the end of this pro- 
longed therapy, the endometrium exhibits atrophic 
glands in a decidua-like stroma, illustrated in figure 
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2; withdrawal bleeding is usually light to moderate 
in amount, and cast formation is a frequent accom- 
paniment. 

Figure 3 illustrates one of three infertility cases 
in which no bleeding followed withdrawal of 
norethindrone and the pregnancy tests became 
positive. 


Fig. 2.—Endometrial biopsy after 82 days of norethindrone 
therapy. Glandular atrophy and hypertrophy of the stroma 
cells gives the impression of a decidua-like reaction (x 300 
magnificacdon ). 


Similar to the effect of progesterone, the effect 
of norethindrone on the pain associated with 
menses is unpredictable in that pain may be in- 
creased, unchanged, or decreased. In most of the 
cases where menstrual pain was 
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the clitoris) has not occurred. Mild acne occurred 
in a few instances. A masculinizing effect on the 
size of the clitoris was observed in one newborn 
infant whose mother received 30 mg. of norethin- 
drone daily for threatened abortion from the fourth 
month of pregnancy to delivery in the eighth 
month. However, like androgens, this preparation 
appears to be anabolic, for patients gain weight 
readily; it also imparts a feeling of well-being. This 
compound is not estrogenic, for it was not capable 
of inducing cornification of a hypoestrogenic vag- 
inal mucosa or inducing withdrawal uterine bleed- 
ing in a woman unprepared with estrogens. 


Comment 


A new derivative of testosterone, norethindrone 
has been found to have unparalleled oral progesta- 
tional activity. In a dosage as low as 20 mg. daily, 
this medicament can delay normal menses for 
periods of up to seven months with only occasional 
instances of breakthrough bleeding. Norethindrone 
may be given as late as seven days after ovulation 
and still delay the menses effectively. 

Using 50-75 mg. of progesterone per day admin- 
istered intramuscularly, Greenblatt and co-work- 
ers * were able to withhold menses for only 31 days, 
at which time bleeding occurred with passage of a 
cast. Brown and Bradbury * utilized chorionic gona- 
dotropin to delay menses and induce a pseudo- 
pregnancy. With doses of 5,000 to 20,000 I. U. 
daily, the maximum delay in menses was 19 
days, at which time breakthrough bleeding oc- 
curred from a decidual type of endometrium. 

After delay of the menses for several months 
with norethindrone, one might reasonably expect 
the complication of cast formation with severe dys- 
menorrhea when this medication was discontinued. 
However, the withdrawal bleeding has closely ap- 
proximated usual menses in amount and duration, 
frequently with cast formation; in some in- 
stances where menorrhagia was the chief problem, 


decreased, treatment was insti- 
tuted before the 14th day and 
presumably inhibited ovulation. 
Like progesterone and testoster- 
one, norethindrone alleviated 
premenstrual tension in several 
instances. Like androgens, on 
the other hand, norethindrone on 
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several occasions increased sex 1 7 
drive and ability to reach a climax 
and decreased breast engorge- 
ment. However, with prolonged 
norethindrone therapy, sex drive, 
as a rule, gradually decreased. 
Since this compound is a derivative of testoster- 
one, a careful study has been conducted for its 
possible androgenicity; to date, evidence of virili- 
zation (hirsutism, voice changes, or enlargement of 


pregnancy test. 
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Fig. 3.—Graphic illustration of course of a patient before, during, and after re- 
ceiving norethindrone (norethisterone ). Since withdrawal bleeding did not occur after 
discontinuation of medication, pregnancy was suspected and confirmed by a positive 


the length of periods have been considerably 
lessened. When medication was begun before ovu- 
lation, many patients had less pain than usual at 
the time of the withdrawal bleeding. 
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The significance of this preparation becomes 
readily apparent. In endometriosis, where painful 
menses is a problem, the patient can be kept free 
from pain for many months. In most patients with 
endometriosis on prolonged norethindrone therapy, 
the chronic lower abdominal pain has disappeared, 
dyspareunia has been alleviated, and a striking 
softening of the pelvic structures with regression 
of the palpable cysts and nodules was noted on 
pelvic examination. When norethindrone was dis- 
continued after three months of treatment, prompt 
return of the symptomatology usually occurred. 
Longer courses of norethindrone therapy are now 
being evaluated, and it appears that more lasting 
benefits accrue to those on therapy for six months 
or longer. 

In instances of menometrorrhagia, where cancer 
has been ruled out, this compound will prevent 
menses for long periods while the level of hemo- 
globin rises. The withdrawal period after discontin- 
uation of norethindrone administration is usually 
quite normal. The ensuing menses then may be 
controlled by cyclic progesterone therapy. 

Furthermore, norethindrone provides an ade- 
quate oral preparation to keep a woman free of 
her menses for honeymoon, vacation, or any other 
occasion where the menses might be undesirable, 
such as an important athletic event. As a highly 
active orally given progesterone substance, nore- 
thindrone will supplement the armamentarium in 
threatened and habitual abortion, infertility, cyclic 
therapy of amenorrhea, and many other gynecolog- 
ic disorders. Since norethindrone will consistently 
delay the menstrual period, it has opened the way 
for a new clinical measurement of the comparative 
effectiveness of progesterone compounds; studies 
are now under way to determine the smallest 


amounts of various progesterone compounds which 
will delay the onset of a normal menstrual period 
when started after ovulation. 
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Summary 


Norethindrone (norethisterone ), 17-a-ethinyl 19- 
nortestosterone, a new oral progestational com- 
pound, has been found to be an active orally given 
progesterone-like compound. In a daily oral dose 
of 20 to 30 mg., this compound will delay a normal 
menstrual period, even if treatment is begun seven 
days after ovulation. A dose of 20 to 30 mg. daily 
is sufficient to induce a pseudopregnancy of up to 
seven months’ duration and longer. 

The pseudopregnancy induced by norethindrone 
has been very beneficial in alleviating the symp- 
toms of endometriosis as well as causing a regres- 
sion of the endometrial implants. Norethindrone 
also provides a dependable means of temporary 
delay of the menses for honeymoon, vacation, and 
athletic events. 

In the dosage used (up to 30 mg. daily for seven 
months), no evidence of androgenicity has been 
found, nor did the substance prove estrogenic. 
Since norethindrone will delay menses when given 
after ovulation, it provides a convenient clinical 
end-point for a comparative assay of progestational 
compounds. 

The norethindrone used in this study was supplied as 
Norlutin by Dr. Gajewski of Parke, Davis and Company, 
Detroit, and by Dr. J. R. Mote of Syntex, S. A., Mexico, D. F. 
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was obtained in more than 50% of the patients who developed acute ulcer 

symptoms while on steroid therapy. A high proportion of gastric ulcers was 
noted, A gastric ulcer occurring in a patient who is taking steroid’ medication must 
be treated with the same suspicion of malignancy as that of the patient not on 
steroids. A trial of medical therapy in the hospital is recommended for those patients 
developing a gastric ulcer in whom the initial evaluation is reassuring. When prog- 
ress studies fail to demonstrate complete healing in from four to six weeks, prompt 


surgical intervention is recommended. 


When surgery is indicated, a three- 


quarter gastrectomy plus vagotomy has enabled the patient to resume steroid therapy 
when necessary. The adrenal status of every patient who has been on steroids re- 
cently must be tested prior to surgery. If adrenal insufficiency is present, steroids 
must be given preoperatively and for several days postoperatively.—B, E. Brush, 
M.D., and others, The Steroid-Induced Peptic Ulcer, A. M. A. Archives of Surgery, 
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BIOPSY OF BONE MARROW WITH THE VIM-SILVERMAN NEEDLE 


Lieut. Commander William McFarland (MC) 


and 


William Dameshek, M.D., Boston 


An adequate appraisal of the bone marrow has 
become prerequisite in any hematological diagnosis. 
In most cases, simple aspiration technique provides 
sufficient marrow particles for a study of relative 
morphology and maturation. However, even in 
skilled hands the aspiration technique fails to yield 
adequate marrow particles in a small percentage of 
cases. Our experience in this respect is similar to 
that of Young and Osgood ' in that we encounter 
“dry taps” or insufficient marrow particles by aspira- 
tion in approximately 6% of our cases. This figure 


Fig. 1.—A, position of patient and usual direction of 
insertion of biopsy needle. B, outline of ilium, showing 
usual site for introducing needle through posterior iliac 
crest. Tip of needle is just inside cortex, and obturator has 
been removed. 


remains in spite of the fact that we routinely use 
the selective particle technique which permits re- 
covery of even single aspirated particles.* Recently, 
we have been using the Vim-Silverman biopsy 


From the Blood Research Laboratory, a unit of the Ziskind Labora- 
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needle * to obtain bone marrow in instances of 
“dry taps,” and it is the purpose of this paper to 
describe the technique. 


Method 


The patient is placed in the lateral recumbent 
position with the knees drawn up and the back 
comfortably flexed, as for lumbar puncture (fig. 1). 
The back is positioned at the edge of the examining 
table or bed, and the lumbosacral area is exposed. 

The posterior iliac crest is located by palpation, 
and its medial and lateral borders may be roughly 
outlined on the skin by means of pen and ink. The 
posterior superior spine of the ilium is located, and 
approximately 1 cm. cephalad to this along the 
crest a crossed indentation is made in the skin with 
the thumb nail. The skin is then prepared with 
antiseptics and infiltrated with local anesthetic at 
the previously marked site with use of a 1 to 1’ in., 
25-gauge needle. The subcutaneous tissues are in- 
filtrated, and the periostium is carefully infiltrated 
over an elliptical area of approximately 2 cm. 

Without incision of the skin, a 2%-in. Vim-Silver- 
man biopsy needle with obturator is introduced 
through the skin with gentle pressure and clock- 
wise-counterclockwise rotary motion. As the needle 
point contacts the posterior iliac crest just cephalad 
to the posterior superior spine, it may be helpful, 
particularly in obese individuals, to “palpate” the 
width of the crest by “walking” the point of the 
needle laterally and medially, finally settling on 
the midpoint as the area of insertion. The needle is 
then directed slightly cephalad and toward the 
lateral iliac crest, and with gentle pressure and 
clockwise-counterclockwise rotary motion the cor- 
tex is readily penetrated. (A brief inspection of the 
ilium can illustrate this far better than words and 
reveal the many possible directions for insertion 
of the needle.) Entrance into the marrow cavity is 
more noticeable with this 14-gauge biopsy needle 
than with the usual aspiration needles and is evi- 
denced particularly by decreased resistance to the 
rotary movements. 

With the point of the needle and obturator just 
inside the cortex of the bone (fig. 1), the obturator 
is removed and the biopsy blades inserted the 
length of the needle. The biopsy blades are then 
pushed the remainder of their length, as is the 
procedure in needle biopsy of the liver,‘ by em- 
ploying firm, steady, forward pressure with the 
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thumb. At this time a grating sensation is felt as 

the biopsy blades encounter bony trabeculae. The 
biopsy blades are then held firmly in position as the 
needle cannula is passed over the greater part of 
their length by clockwise-counterclockwise rotary 
motion. It is usually impossible to pass the cannula 
over the entire length of the biopsy blades because 
the retained biopsy specimen is always thicker 
distally than proximally. The final relationship of 
cannula to biopsy blades is then maintained by 
grasping both units firmly in fingers and palm and 
removing them together. A sterile gauze pad is 
placed over the puncture site, and the patient is 
instructed to apply pressure over the gauze. 

As mentioned above, the marrow plug retained 
within the biopsy blades is always thicker distally; 
therefore, it is unwise to withdraw the blades from 
the cannula prior to removing the specimen. In- 
stead, the entire length of the biopsy blades with 
retained marrow plug is reinserted into the cannula 
and, by insertion of a 25-gauge needle between the 
protruding blades, they are separated and_ the 
marrow plug can be gently forced distally to drop 
in the fixative. (The needle previously used for 
anesthetic infiltration serves admirably in releasing 
the specimen from the biopsy blades.) In every case, 
smears for Wright’s stain can be made from the 
material remaining within the biopsy blades after 
removal of the specimen. 

The patient is then instructed to continue to 
apply pressure over the puncture site for 10 to 15 
minutes by lying on his back with his hand inter- 
posed between the table and a small gauze dress- 
ing. 

Fixation in Zenker's solution for 24 hours is suf- 
ficient to decalcify the minute bony spicules pres- 
ent. The specimen is then subjected to routine 
histological technique and may even be stained 
finally with Wright's stain. 


Comment 


Failure to obtain adequate marrow on aspiration 
is usually attributed to faulty technique or fibrosis, 
aplasia, or “packing” of the marrow by abnormal 
cells. In an analysis by Weisberger ° of 24 cases in 
which surgical trephines were done because of “dry 
taps,” the marrow proved to be abnormal in each 
instance. Thus the “dry tap” is highly significant, 
and further efforts to obtain bone marrow are im- 
perative. 

Several methods have been suggested for obtain- 
ing bone marrow in lieu of surgical biopsy with the 
trephine in cases of “dry taps.” In 1939, Favorite ° 
described a special needle with a screw-like obtur- 
ator which, when rotated in marrow, retains par- 
ticles within its threads. In 1943, Turkel and 
Bethell * described their instrument, which is essen- 
tially a needle-sized trephine. This has proved 


BIOPSY OF BONE MARROW—MCFARLAND AND DAMESHEK 


1465 


satisfactory for many workers, but in our experi- 
ence specimens obtained by this method consist 
too frequently of bone cortex without sufficient 
marrow for diagnosis. Injection into the marrow 
cavity of 0.5 to 1 ml. of sterile 3.8% sodium citrate 
solution has been recommended by Leitner * as an 
effective means for obtaining marrow fragments 
when aspiration fails. Finally, Reddy, in 1952, in- 
troduced a grooved needle capable of retaining 
marrow particles on rotation within the bone mar- 
row Cavity. 

Until the present needle biopsy method was de- 
veloped, we routinely performed surgical trephines 
in all cases of “dry taps” through use of a specially 
designed trephine and a method described pre- 
viously.” Specimens obtained in this manner are 
usually satisfactory, although marrow areas are 
often rendered unsatisfactory for diagnosis due to 


Fig. 2.-Low-power magnification of representative biopsy 
specimen obtained by this technique. Average specimen 
measures 1.0 to 1.5 cm. in length. 


the presence of bone “dust.” In addition, there are 
a number of objections to surgical trephine from 
the standpoint of clinical expediency. Ordinarily, 
at least a minor operating room must be scheduled, 
and in some institutions a surgical consultation is 
required. Also, surgical trephine of the marrow is 
a rather extensive procedure for local anesthesia, 
causing moderate anxiety on the part of the patient. 
Finally, since the bone cortex is usually included in 
the specimen, diagnosis is further delayed by the 
necessity of prolonged decalcification. 

The value of preserving normal architecture by 
histological sectioning has been demonstrated *° 
and appears to be particularly important in study 
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of cases of lymphoma and granuloma. In fact, rou- 
tine histological sectioning of clotted material ob- 
tained by aspiration has been recommended." 
The possibility of utilizing the Vim-Silverman 
needie to obtain bone marrow in patients present- 
ing “dry taps” was suggested after Bierman’s dem- 
onstration '* that the posterior ilium presents a 
thick area of marrow permitting deep penetration 
by a needle. The Vim-Silverman needle and ob- 
turator can be introduced through the cortex of 
the bone so that the resulting specimen consists of 
marrow and bone trabeculae without cortex (fig. 2). 
From the standpoint of clinical expediency, the 
technique is so simple that it can be carried out 
without previous preparation at the time that aspir- 


Fig. 3.—High-power magnification of specimen, showing 
myelofibrosis. 


ations fail to yield marrow particles. In most cases 
there is less discomfort to the patient with the 
needle biopsy than with aspiration biopsy because 
suction pain is absent. Also, after the biopsy speci- 
men of cancellous bone is removed from the cutting 
blades, the material remaining within the blades 
can be smeared and stained as usual for marrow 
smears, thereby combining the advantages of his- 
tological section with the usual smears. 

To date, we have employed the Vim-Silverman 
needle for bone marrow biopsy in 20 consecutive 
patients in whom we obtained “dry taps” on several 
aspirations from different sites. In each patient the 
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marrow was abnormal, and in each the biopsy 
specimen obtained was adequate for diagnosis (fig. 
3). These diagnoses included hypoplasia, 4; Gau- 
cher’s disease, 2; acute leukemia, 1; chronic lymph- 
ocytic leukemia, 2; chronic granulocytic leukemia, 
1; lymphosarcoma, 3; and myelofibrosis, 7. There 
have been no complications from the procedure, the 
only ill-effect being mild, localized discomfort on 
motion 6 to 10 hours after the biopsy was done. 


Summary 


A simple method for bone marrow biopsy in- 
volves use of the Vim-Silverman needle to obtain 
marrow when aspiration technique has resulted in 
“dry taps.” The method has afforded an adequate 
appraisal of the marrow in all hematological cases 
without resorting to surgical trephine biopsy. 


Corner Harrison Avenue and Bennett Street (11) (Dr. 
McFarland ). 


This study was supported, in part, by grants from the 
U. S. Public Health Service and the National Cancer Insti- 
tute. 
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ASIAN INFLUENZA 


Although the viral etiology of influenza was 
established in 1933 by Smith, Andrewes, and Laid- 
law,' the exact mechanisms responsible for the 
numerous deaths during the 1918-1919 pandemic 
remain uncertain. During that time, pneumonia, 
from which bacterial pathogens were cultured, was 
found in almost every autopsied case.* But even 
after the discovery of the causative agent, there 
was difference of opinion as to whether death in 
the fatal cases was always caused by secondary 
bacterial invaders.’ The following report illustrates 
a case of Asian influenza that rapidly terminated 
in death despite intensive use of antibiotics. Cul- 
tures and smears made from lung tissue failed to 
demonstrate any bacteria, but the Asian influenza 
virus was recovered, The case is also of interest 
because mitral stenosis may have contributed to 
the fatal pulmonary disorder even though the val- 
vular lesion, by itself, did not limit the patient’s 
physical activity before the final illness. 


Report of a Case 


Clinical Summary.—The patient, a 38-year-old woman, 
was admitted to the Woman's Hospital one day after the 
sudden onset of generalized myalgia, headache, tempera- 
ture of 104 F (40 C), and cough productive of chest pain 
and bloody sputum. She had had an attack of acute rheu- 
matic fever 15 years previously, but there had been no 
subsequent debility. 

The patient was dyspneic, and her skin was hot and dry. 
The blood pressure was 100/60 mm. Hg, the pulse rate 
160 per minute, and the respiration rate 46 per minute. 
There was a sinus tachycardia and an accentuated mitral 
first sound with a presystolic crescendo. The aortic second 
sound was equal in intensity to the second pulmonic sound, 
and there was no cardiac enlargement. Respiratory excur- 
sions were diminished, especially on the right side. There 
was dulness at the base of the right side with sticky rales 
heard throughout all lung fields. Initial laboratory studies 
showed the white blood cell count to be 15,700 per cubic 
millimeter, with 97% segmented neutrophils. A portable 
chest film indicated the presence of extensive pneumonic 
involvement of both lungs, but a Gram stain of the sputum 
disclosed only a few gram-positive diplococci which, on 
culture, proved to be Streptococcus viridans. Neisseria 
catarrhalis was the only other organism isolated. The patient 
was placed in an oxygen tent and immediately given one 
million units of penicillin and 1.5 Gm. of tetracycline intra- 
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REPORT OF A CASE WITH AUTOPSY 


James A. Rock, M.D., Abraham I. Braude, M.D. 


Thomas J. Moran, M.D., Pittsburgh 


AND MITRAL STENOSIS 


venously. One-half gram of streptomycin and 600,000 units 
of penicillin were given intramuscularly initially and then 
twice daily. 

On the second day the dyspnea and tachypnea persisted. 
Because of electrocardiographic evidence of atrioventricular 
dissociation, rapid intravenous digitalization was begun. Her 
temperature fluctuated between 101 and 104 F (38.3 and 
40 C). Her dry cough was productive of a slight amount of 
thin, frothy sputum. On the following day a second electro- 


Fig. 1.—Right lung with diffuse pneumonia and a few 
pleural hemorrhages. 


cardiogram revealed auricular fibrillation at 160 beats per 
minute. An additional one million units of penicillin and 
1 Gm. of tetracycline were given intravenously, as well as 
10 cc. of gamma globulin intramuscularly. A mist of Alevaire 
(oxyethylated tertiary octylphenol-formaldehyde polymer, 
0.125%, 
distilled water) and isoproterenol (Isuprel) hydrochloride 
was delivered into the oxygen tent. Her vigorous respiratory 
efforts produced marked retraction of the intercostal spaces, 
and she became increasingly cyanotic and apprehensive. In 


glycerine, 5%, and sodium bicarbonate, 2%, in 
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addition to the antibiotics already ordered, it was decided 
to give one million units of aqueous penicillin intramuscu- 
larly every four hours. Her sputum became pink and frothy, 
and she died four days after the onset of her illness. 
Autopsy Findings.—The principal autopsy findings were 
limited to the thorax. Each pleural cavity contained approxi- 
mately 1,500 ml. of serous amber fluid. A few bright red 


Fig. 2.—Cut surface of right lung. Bronchioles are promi- 
nent and parenchyma is finely granular. 


fibrinous adhesions were noted bilaterally. The right lung 
weighed 1,000 Gm. and the left lung 750 Gm. Except for 
the fibrinous adhesions, the pleural surfaces were smooth, 
glistening, and translucent. Crepitus was absent, and the 
parenchyma was diffusely rubbery (fig. 1). The cut surface 
was reddish-brown and finely granular (fig. 2). On com- 
pression, a pink froth exuded from the bronchioles, but 
there was no mucoid or purulent exudate. The mucosa of 
the trachea and bronchi was violently injected and dusky. 
This was more marked in the main bronchi and _ their 
branches, where numerous superficial punctate ulcers were 
noted (fig. 3). The pulmonary arteries were normal. The 
heart weighed 290 Gm., and the epicardium was smooth, 
glistening, and translucent. The left atrium was dilated and 
hypertrophied. The mitral valve was stenotic, measuring 
3.5 cm. in circumference. The cusps were fused, and the 
edges were nodular, thickened, and curled. The papillary 
muscles were hypertrophied, and the chordae tendineae were 
thick and short. There was both dilatation and hypertrophy 
of the right ventricle, which averaged 0.5 cm. in thickness. 
The tricuspid valve leaflets were thin and pliable, and the 
right atrium was not remarkable. 

Microscopic examination of the lungs showed almost com- 
plete loss of surface epithelium in the large and small 
bronchi and bronchioles (fig. 4), a diffuse interstitial 
pneumonia, and prominent hyaline membranes. Small bits 
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of epithelium were still intact in occasional bronchi and 
bronchioles. The lamina propria was intensely edematous, 
congested, and, in some areas, hemorrhagic, but there was 
a remarkable lack of acute inflammatory exudate (fig. 5). 
Pneumonia was present in almost all fields, but the reaction 
varied considerably in different areas. The pneumonia was 
chiefly interstitial, with thickening of alveolar septa due to 
swelling of the endothelium, congestion of the capillaries, 
and infiltration by mononuclear cells, occasional segmerted 
neutrophils, and rare megakaryocvtes. In some areas, the 
alveoli were filled with edema fluid, while in other areas, 
edema fluid and red blood cells were present. Collections of 
segmented neutrophils and macrophages were present in the 
alveolar spaces in a few patchy areas, but a stain for iron 
indicated that only a few of the macrophages contained 
hemosiderin. Hyaline membranes of varying thicknesses 
were plastered against the walls of many alveoli and respira- 
tory bronchioles in all sections (fig. 6). Congestion of all 
vessels was prominent, and in some areas emphysema and 
collapse were found. 

Microbiological Examination.—With use of aseptic precau- 
tions, tissue was removed from involved portions of each 


and right main bronchus. In- 


Fig. 3.—Lower trachea 
flamed, deeply congested mucosa of bronchus is dotted by 
superficial ulcers. 


lung and ground. The ground tissue was then placed in 
thioglycollate and tryptose broth. It was also streaked on 
blood agar plates containing 10% rabbit blood for aerobic 
and anaerobic cultures. Eosin methylene blue agar was also 
used. All cultures were sterile, including those incubated for 
one week in a Brewer's anaerobic jar. The remaining por- 
tions of the ground lung tissue were smeared onto glass 


war 
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slides and stained with methylene blue, Wright's stain, and 
Gram’s stain. No bacteria were observed in any of these 
preparations. 

Other lung tissue was ground in tryptose broth containing 
a final concentration of 125 mcg. per milliliter of strepto- 
mycin and 500 units per milliliter of penicillin. Then 0.1-ml. 
portions of the suspension were inoculated into the amniotic 
sacs of nine-day chick embryos. After incubation at 37 C 
for 60 hours, the amniotic fluid was withdrawn and serially 
diluted with isotonic sodium chloride solution. Amniotic 
fluid diluted to a ratio of 1:40 with agglutinated guinea 
pig red blood cells and human red blood cells (type O) 
when examined by the technique of Jensen.* A portion of 
the same lung tissue was submitted to Dr. Horace Gezon, 
director of the Allegheny County Public Health Laboratory, 
where a hemagglutinating agent was also isolated in embryo- 
nated chicks. The virus was identified there by inhibition of 
its hemagglutinating properties in the presence of anti- 
serums prepared against the Asian strain of influenza A virus. 


Comment 
This case demonstrates that Asian influenza can 
produce a rapidly fatal pneumonia in which no 
bacterial cause can be identified. This is shown 
not only by the absence of demonstrable bacteria. 


Fig. 4.—Photomicrograph of large bronchus, showing ede- 
ma and congestion and complete loss of surface epithelium 
(hematoxylin and eosin dye, x 140). 


living or dead, but by the absence of the purulent 
exudate characteristic of bacterial pneumonia. The 
occurrence of influenza] pneumonia uncomplicated 
by bacterial infection is possible because of the 
availability of potent antibiotics which were lack- 
ing during the 1918-1919 pandemic. These anti- 
biotics not only can eliminate the pneumococci, 
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streptococci, staphylococci, and hemophilus organ- 
isms that predominated in earlier pandemics but 
also can prevent superinfection by the endogenous 
aerobic and anaerobic bacteria of the oropharynx. 
The fact that all of the pathological changes in 
the lungs of this patient were described during 
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Fig. 5.—Photomicrograph of bronchiole, showing almost 
complete lack of epithelium. Lamina propria is extremely 
congested and edematous but contains no inflammatory 
exudate (hematoxylin and eosin dye, x 140). 


the 1918-1919 epidemic suggests that the impor- 
tance of the secondary bacterial invaders in many 
fatal cases may have been overemphasized.° 

The outcome in this case emphasizes the futility 
of antibiotic therapy in suppressing the effects of 
the influenza virus.* The failure of antibiotic ther- 
apy and the unavailability of antiviral chemother- 
apy does not, however, preclude the successful 
treatment of influenzal pneumonia by other means. 

The cause of death in this patient was anoxemia. 
It is possible that a more efficient method of ad- 
ministering oxygen could have corrected this fatal 
disturbance. Postmortem examination revealed two 
important causes of the resistant anoxemia: (1) 
the uniformly widespread interstitial pneumonia, 
and (2) the marked loss of the elastic properties 
of the lungs. Comroe” has pointed out that any 
disease that leads to intra-alveolar or interstitial 
pulmonary edema increases the distance for diffu- 
sion of oxygen molecules and thus decreases the 
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diffusing capacity. Further, he has shown that the 
reduced elasticity resulting from pulmonary con- 
gestion can serve as an effective factor in opposing 
the muscular efforts of inspiration. Because the 
muscular efforts of this patient failed to overcome 
the extreme stiffness of the lungs, it is possible 
that the administration of oxygen by intermittent 
positive pressure might have been used success- 
fully to overcome the pulmonary stiffness, as it has 
been by Miller and Sproule* in the treatment of 
acute pulmonary edema. Such therapy may also 
overcome the impairment of diffusion by greatly 
increasing the alveolar—-capillary oxygen gradient. 
Nebulized bronchodilator drugs given in conjunc- 


we 


membranes and _ interstitial pneumonia (hematoxylin and 
eosin dye, X 140). 


tion with positive pressure are also indicated be- 
cause of the possibility that bronchospasm con- 
tributes to the development of anoxemia. 

In considering the importance of respiratory 
failure from pulmonary rigidity, it is necessary to 
take into account the mitral stenosis found at au- 
topsy. Mitral stenosis is an important cause, in 
itself, of reduced pulmonary compliance and may 
have contributed to the over-all development of 
the stiff lung in this patient.” The expectation that 
mitral stenosis might be accompanied by a higher 
incidence of fatal influenza pneumonia emphasizes 
the importance of giving priority for influenzal 
vaccination to persons with this valvular lesion 
when an epidemic threatens. 
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Summary 

A fatal case of Asian influenzal pneumonia oc- 
curred in a patient who had an inactive rheumatic 
mitral stenosis. The Asian strain of influenza A 
virus was recovered from the lungs at autopsy, 
and direct smears and bacterial cultures from the 
ground lung tissues failed to show any bacteria. 
The morphologic changes in the lungs were char- 
acteristic of those described during the 1918-1919 
influenza pandemic. This suggests that secondary 
bacterial invasion is not an essential feature of 
fatal influenzal pneumonia. 

Since mitral stenosis is known to reduce pulmon- 
ary compliance, the further reduction of pulmonary 
function caused by an_ interstitial pneumonia 
may prove to be fatal. Intermittent positive- 
pressure oxygen therapy is suggested in the future 
management of these cases to overcome the in- 
elasticity of the lungs and to increase the alveolar- 
capillary oxygen gradient. Individuals with mitral 
stenosis may be particularly susceptible to the ef- 
fects of influenzal pneumonia, and the early inocu- 
lation of these people with the Asian influenza 
vaccine is therefore advisable. 

230 Lothrop St. (13) (Dr. Moran). 
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The symptoms of pheochromocytoma (hyper- 
adrenalinism) and insulinoma (hyperinsulinism ) 
may be very similar. With both afflictions, patients 
often display alarming episodes of anxiety, palpi- 
tation, tremulousness, faintness, and sweating.’ 
Hypertension occurs in pheochromocytoma but 
may also be present in insulinoma. Both afflictions 
are probably associated with an excess of circulat- 
ing epinephrine and arterenol. It is also likely that 
both may be associated with a positive phentola- 
mine (Regitine) methanesulfonate test. 


Report of a Case 


A woman aged 58 was seen on Nov. 5, 1956, complaining 
of “epilepsy.” The onset of symptoms had occurred eight 
years previously, with episodes of anxiety, hyperpnea, 
sweating, and paresthesia of the hands, feet, and circumoral 
region. More severe episodes, lasting as long as an hour, 
with tremor, aphasia, falling, and syncope, were described, 
but these episodes were not associated with tongue biting 
or urinary incontinence. Occasionally, uncontrollable scream- 
ing occurred. Complete relief of symptoms had never been 
obtained, but some benefit from diphenylhydantoin ( Dilan- 
tin) sodium and phenobarbital was noted. 

The review of systems revealed a weight gain of 15 Ib. 
(6.8 kg.) in the past year, irritability and emotional insta- 
bility, and a brief episode of diplopia several years previous 
to this examination. Her history included a cholecystostomy, 
benign rectal tumor, and benign tumor of the breast. Her 
father died at 70 of a stroke. Her brother was diabetic. 

Physical examination revealed a pale, unhappy woman. 
Her height was 5 ft. 7 in. (170 cm.), her weight 125 Ib. 
(56.7 kg.), her pulse 84, her temperature 98.2 F (36.8 C), 
and her blood pressure 160/105 mm. Hg in her left arm. 
There was no bruit over the skull; the optic fundi revealed 
grade 2 arteriolar changes (Keith and Wagener). The right 
breast was amputated and there was mild intracutaneous 
edema of the ankles. The skin was dark (but had always 
been so). The remainder of the general physical examina- 
tion was not remarkable, and the complete neurological 
examination was within normal limits, though tendon re- 
flexes were slightly more active in the arms than legs. The 
fasting blood sugar level was 66 mg. per 100 cc. 

After physical examination the patient was pale and 
sweating and was questioned as to whether she was having 
one of her episodes. She stated she was not but that she 
was angry because she had been subjected to such a pro- 
longed examination. 

At this point we prevailed upon her to allow us to take 
another blood sugar test and this revealed a level of 59 mg. 
per 100 cc. She remained antagonistic, declined hospitali- 
zation, and bade us farewell. Later, after encouragement 
from her family physician, she consented to hospitalization. 

The electroencephalogram was within normal limits, re- 
vealing generalized 8 to 10 per second 20 to 30 my. activ- 
ity with no significant change following hyperventilation. 
In the hospital she had two episodes which she classified 
as mild, with profuse sweating and marked tremor of the 
arms aad legs. One of these occurred in the x-ray depart- 
ment and alarmed the staff, who administered oxygen, but 
a blood sugar test was not obtained. The other episode oc- 
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curred also after a prolonged overnight fast, and her blood 
sugar level during this episode was 40 mg. per 100 cc. Fast- 
ing blood sugar tests were taken on several mornings, and 
while two values were over 80 mg. (84 and 87) the re- 
mainder were under 80 mg. per 100 cc. (45, 58, and 72). 
The insulin tolerance test suggested normal responsiveness 
to insulin, but it is possible that the patient was having a 
spontaneous hypoglycemic episode at this time. 

The response to phentolamine (see figure) given intra- 


REGITINE 5S MGM IV. 


23 4 § 
MINUTES 


150 


SYSTOLIC 
130 


ite) 


90 


DIASTOLIC 


Response of patient’s blood pressure to phentolamine test. 


venously caused consideration of the coexistence of pheo- 
chromocytoma, since a fall to normotension (120/80 mm. 
Hg) was attained. 

At surgery the pancreas was quite mobile, and a well- 
demarcated globular purple-red tumor weighing 5.5 Gm. 
and measuring 2.3 by 2.6 cm. was found in the tail of the 
pancreas. Microscopically this was found to be benign and 
was demonstrated to be pure islet tissue, confirmed by bio- 
assay. 

Her postoperative course was uneventful except for gase- 
ous distention for several days and rebound elevation in 
blood sugar to 189 (first postoperative day), 146 (second 
postoperative day), and 129 mg. per 100 cc. (fifth post- 
operative day). Subsequently the patient became asympto- 
matic, and she is most grateful. 


Comment 


Of interest is the drop in blood pressure from 
150/100 to 120/80 mm. Hg after administration 
of the adrenolytic agent phentolamine. Strictly in- 
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terpreted this is not a diagnostic reduction for pheo- 
chromocytoma (35 systolic and 25 diastolic ad- 
vised), but is greater than we usually see in es- 
sential hypertension, and also represents a decline 
to completely normotensive levels. 

The fact that part of the symptomatology of in- 
sulinoma may be due to reflex overproduction of 
epinephrine has been suggested by others *; this is 
probably a protective mechanism, that is, excessive 
epinephrine is produced to correct hypoglycemia 
through mobilization of liver glycogen. In support 
of this possibility is the fact that Gammon and co- 
workers have reported relief of hypoglycemia in 
insulinoma by the parenteral injection of epineph- 
rine.” 

False-positive phentolamine tests have been re- 
ported in patients in uremia and in patients who 
have received sedatives, narcotics, and antihyper- 
tensive agents (hydralazine [ Apresoline] hydrochlo- 
ride ). They are also known to occur rarely for unex- 
plained causes, and it is recommended that a single 
test not be relied upon. False-positive results are 
said to occur more often with the intravenous 
route than with the intramuscular route. As with 
other drugs, indications for the test should be real- 
istic, since at least one fatality has been reported.* 
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Summary 
A case of benign insulin-producing pancreatic 
adenoma was associated with a suggestive reduc- 
tion in blood pressure with the adrenolytic drug 
phentolamine (Regitine) methanesulfonate. This 
finding is not surprising, since others have com- 
mented on the probable increase of epinephrine 
output in insulinoma, which is likely to be a pro- 
tective mechanism to elevate the blood sugar level. 
This finding does not detract from the value of this 
test but helps clarify its status in the diagnosis of 
insulinoma. 
907 Capital National Bank Bldg. 
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It is the purpose of this communication to rein- 
troduce the scatter roentgenogram as a method of 
statistical roentgen analysis. The scatter roentgeno- 
gram is defined as a normal radiograph of any por- 
tion of the body upon which data obtained from 
study of x-rays of a large number of individuals 
are plotted. It is similar to the statistician’s scatter- 
gram, except that in place of ordinate and abscissa 
one utilizes the radiograph as the background upon 
which clinical data are plotted. 

Such a method was utilized by Peterson and 
Holmes ' when they plotted the location of urinary 
calculi in 100 patients on a scout film of the abdo- 
men. Study of the abdominal scatter roentgenogram 
produced indicated the predominant location of 
stones in a relatively small area medial to the spine 
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THE SCATTER ROENTGENOGRAM 


ITS APPLICATION TO THE DETERMINATION OF PREDILECTION OF 
PRIMARY TUBERCULOSIS 


Walter Lentino, M.D., Middletown, N. Y. 


of the ischium anc just above a line joining the 
lowest part of the ischial spines. They suggested, 
therefore, that the roentgenologist focus his atten- 
tion on this site, concluding that “any shadow in 
this area having the characteristics of a ureteral 
stone and not obviously a phlebolith, warrants 
further investigation if the patient’s symptoms are 
referrable to this side.” 

The scatter roentgenogram, in the present situa- 
tion, is a normal posteroanterior chest teleroent- 
genogram, on which certain information obtained 
from analysis of a large number of cases is pro- 
jected. The composite data obtained through the 
summation of these multiple individual observa- 
tions provide graphically certain statistical infor- 
mation in no other way obtainable. I have studied 
in sequence approximately 3,000 photoroentgeno- 
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grams taken of healthy asymptomatic individuals 
in mobile units, in periodic checkups, and upon 
entrance to the hospital for unrelated, nonpulmo- 
nary conditions. 

Whenever a solitary parenchymal calcification 
was noted, or a calcification in the parenchyma 
associated with a calcification at the homolateral 
hilus, the area of projection was noted upon a 
schematic drawing of the chest, and this point was 
subsequently charted on a composite roentgeno- 
gram. The hilar calcification was not indicated on 
this scatter roentgenogram. Multiple calcifications, 
or irregular calcifications associated with linear 
streaking, cavitation, or soft parenchyma! infiltra- 
tions limited to the upper lobes were excluded. 

The figure shows that the composite fact derived 
from the scatter roentgenogram is that solitary 
calcifications are widely and indiscriminately dis- 
tributed throughout both lung areas without selec- 
tively sparing or being concentrated in any segment. 
The significance of this fact must be taken into the 
context of the observation that in New York state 
such calcifications are almost always the result of 
healed primary tuberculosis. If one accepts that 
supposition as correct, it may then be categorically 
stated that the scatter roentgenogram has con- 
firmed the clinical impression that primary (child- 
hood) type pulmonary tuberculosis has no selective, 
localizing properties. This absence of segmental 
distribution of primary tuberculosis, as demon- 
strated by the scatter roentgenogram, is in sharp 
contrast to adult type pulmonary tuberculosis, 
which my associates and I * have previously shown 
almost always has its origin in the apical and pos- 
terior divisions of the upper lobes. 

At the time this study was undertaken, no dif- 
ferentiation was made between large and small 
calcifications. A further study is now in progress in 
which massive and barely discernible calcifications 
are being separately plotted on scatter roentgeno- 
grams to determine whether central or peripheral 
location is statistically related to the size of the 
tuberculous process. Another problem which lends 
itself to chest scatter roentgenogram analysis is 
whether scatter roentgenograms in areas where 
histoplasmosis is endemic will produce a different 
pattern of distribution from that of primary tuber- 
culosis. 

Finally, the use of the scatter roentgenogram to 
study peripheral bronchogenic carcinomas discov- 
ered on mass chest screening provides valuable 
epidemiologic data in the following situations: 1. 
The preponderance of .the location of tumors 
discovered by mass screening has value in suggesting 
whether the reader has certain “blind spot” areas 
where carcinoma is routinely missed and whether 
any areas of abnormally high incidence exist to 
which special attention should be paid. 2. A sta- 
tistical correlation may exist between long- 
term survivors and the precise location of the 
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bronchogenic carcinomas. The unique character- 
istic of the scatter roentgenogram is that it is both 
accurate in localization and specific in coding. The 
pathologist with the excised lungs in front of him 
has less of a spatial concept than the roengenolo- 
gist as to the precise location of a diseased process. 
Though differences in the height of the generating 
x-ray tube can slightly alter the exact site of pro- 
jection of the lesion, it is apparent that no signifi- 
cant change in the basic information derived will 
occur. 
Summary 

The scatter roentgenogram is a tool of clinical 
medical research. It is a composite roentgenogram 
upon which statistical locations of lesions are pro- 
jected. It can determine whether primary tubercu- 


Scatter roentgenogram with each dot representing soli- 
tary calcification detected upon photoroentgenogram. There 
is no predominant area of location of these calcifications. 


losis is localized selectively in any one area of the 
lung. Based upon the premise that solitary lung 
calcifications represent healed primary tuberculosis, 
the scatter roengenogram indicates that there is no 
site of predilection for the localization of childhood 
tuberculosis. 
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SPECIAL ARTICLE 


COMMENTS ON GOVERNMENT MEDICINE 
IN ENGLAND AND FRANCE 


George Bugbee, New York 


While traveling in Europe this summer, I spoke 
with a number of individuals who had up-to-date 
information on the national health services in Eng- 
land and France. My visit allowed no time for a 
scientific study, but I did learn from people on the 
local scene about their attitudes toward certain 
aspects of these government-controlled programs. 
For years, of course, I have reviewed the printed 
reports available in the United States about the 
organization of medical care in these two countries. 

Generally, it may be assumed that any program 
which provides medical care without charge at the 
time it is needed will be welcomed by the majority 
of people, particularly by those of less than average 
income. This is especially true in an insurance sys- 
tem financed through general tax revenues and only 
to a minimum extent through payroll deductions. 
Thus, there is little chance that in either England 
or France there would be any majority vote for re- 
duction in benefits under the national health serv- 
ices. 

While popular opinion seems to favor govern- 
ment control of health insurance in these two coun- 
tries, this by no means indicates that such a pro- 
gram is wise for the United States or would be 
equally welcome here. The financial resources of 
the average citizen in England and France are 
more limited and scarcely comparable to those of 
the average American. As a result, there has been a 
broad trend toward socialization of much more 
than the health field in both countries. Yet, there 
are health leaders in England and France who 
question whether the socialization of the medical 
field is the best long-term solution to the problems 
that it was calculated to meet. 

I was again impressed, as I have been in the past, 
that if we are to plan better for our health services 
in this country we need facts from England, the 
Scandinavian countries, and other countries on the 
continent. These facts might help us in two ways. 
First, most of these countries started with voluntary 
health insurance and then let the government take 
over. The question is, why and under what circum- 
stances? Second, there is no better way to under- 
stand the weaknesses and the strengths of govern- 
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ment medicine than to see it in operation. For 
long-term planning we need to know the weak- 
nesses which could also occur in the United States 
and plan to avoid them as we develop voluntary 
health insurance. The basic administrative prob- 
lems are similar to those in this country, although 
they are exaggerated and affected by government 
operation. 

I should again mention that this is a report de- 
rived not from careful research but from impres- 
sions based on past knowledge and on my contacts 
during this recent trip. The most serious long-run 
implications of nationalized health services—and 
those that were of particular interest to me—show 
up in three ways: 1. In setting up a broad, social- 
ized health service, governments inevitably seem to 
promise benefits which cost more than available 
government resources can afford. 2. The assumption 
of responsibility by government tends to limit the 
money available for medical care by putting health 
needs in competition with other pressing demands 
on the national budget for such things as defense, 
education, and housing. 3. The administrative con- 
trols inherently required by government operation 
tend to discourage individual initiative in health 
matters and to lower incentives for improved serv- 
ice to the public. 

England 


The National Health Service in England was es- 
tablished as part of the Beveridge Plan with the 
support of all parties in 1946. It is a complex system 
worthy of careful analysis. 

Complete health services to the entire population 
under government auspices in England include 
medical care, hospitalization, drugs, and dental 
care. Physicians are not reimbursed on a fee-for- 
service basis. General practitioners are paid a fixed 
capitation fee per patient per year. Specialists are 
attached to hospitals and paid a salary. All hospitals 
are nationalized and operated under budgets estab- 
lished by the Ministry of Health. Prescriptions are 
filled at local drug stores and paid for by the gov- 
ernment, except for a blanket “nuisance” charge to 
the patient of one shilling (12% cents). Less than 
12% of the program is financed through payroll 
deductions from employees; the balance is derived 
from general government revenues. 
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Measured in equivalent money, the National 
Health Service spends about the same amount per 
capita in current years as it did in 1948, the year it 
was established. Hospital costs have increased ma- 
terially, even though all hospital salaries are nego- 
tiated on a national level and fixed by these nego- 
tiations. Compensation of doctors is very much at 
issue presently, physicians claiming, with seeming 
accuracy, that their present rates of compensation 
are 24% below comparative increases in earnings of 
other groups in the population. 

Because of lack of funds, new hospital construc- 
tion has ceased since the initiation of the National 
Health Service. Limited capital funds, however, 
have been used for renovation of existing struc- 
tures. Meantime, there is a waiting list for admis- 
sion to hospitals of about half a million persons. 
Emergency cases are taken care of satisfactorily, 
but often months pass before beds are available for 
common surgical procedures and other forms of 
treatment that may be delaved. 

General practitioners are not on hospital staffs. 
They refer all patients to specialists connected with 
the hospital for diagnostic problems or any treat- 
ment which requires hospitalization. There is criti- 
cism of this separation of general practitioners and 
specialists, and although the separation antedates 
the National Health Service it has been crystallized 
by it. The general practitioner is separated from the 
hospital and from the treatment of the most acute 
illness, and this has not been beneficial to his post- 
graduate acquisition of knowledge. 

When the National Health Service Act was 
passed, its estimated budget was for about one-half 
the money really needed when the program went 
into operation. There had to be a great increase in 
funds for hospital operation and to the public for 
the purchase of drugs, dental care, eyeglasses, and 
other services. A great improvement in availability 
of services to the mass of people in England was 
directly related to this increase in funds, many peo- 
ple receiving care who had not received such serv- 
ice before. However, stringencies in the national 
budget have prevented any increased allowance per 
person in recent years. The higher cost and use of 
present-day medical care would seem to require 
increases, and, in fact, it is evident that the budget 
has been held at present levels primarily by lower- 
ing the real income of the medical profession and 
by avoiding the construction of new facilities. 

While in England, I talked with the secretary of 
the British Medical Association, the administrator 
of one of the large teaching hospitals, an officer of 
a company in the health field, a medical officer in 
the National Health Service, and the head of the 
British United Provident Association. These inter- 
views turned up some interesting information and 
sidelights. 
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On the day | saw the secretary of the British 
Medical Association, he was preparing for a meet- 
ing of what might be called his “house of dele- 
gates.” The doctors had been in a heated discussion 
with members of the Ministry of Health over their 
income. The argument centered primarily on the 
capitation fee paid general practitioners, but it was 
clear that any negotiated changes in income would 
immediately require adjustments of salary pay- 
ments to specialists. The general practitioners had 
demanded a 24% increase in income. Such an in- 
crease is indicated if their real income is to be 
made comparable to what it was during the early 
years of the National Health Service. The govern- 
ment so far has made an upward adjustment of 6% 
and has now appointed a commission to adjudicate 
the final adjustment. 

Current reports of the governing body of the 
medical association referred to above indicate that 
the doctors voted not to withdraw from the Na- 
tional Health Service, as they had _ previously 
threatened, but to await findings of the commis- 
sion. The government had initially refused to ap- 
point such a commission. Thus, there has been 
some hope for adjustment. But the secretary told 
me that the problem is far from resolved, and it is 
a very difficult one for the profession. He said that 
the British Medical Association is planning to es- 
tablish a nongovernmental commission composed 
of leading citizens and physicians to study the 
operation of the National Health Service and to 
make long-term recommendations for correcting 
faults. 

The type of bargaining to which the _pro- 
fession has resorted has broad implications for pub- 
lic attitudes toward the position of doctors in gen- 
eral and their own physicians in particular. In the 
current argument there seems to be public sym- 
pathy for the demands of the physicians. However, 
the threat to withdraw from the National Health 
Service or to “strike” is bound to be misunderstood 
and criticized by many people. If it succeeds, if the 
commission awards the increased compensation re- 
quested, the added burden to the already strained 
national budget will be serious. 

The hospital administrator with whom I talked 
was much more favorable in his comments about 
the National Health Service than he was four years 
ago when we met in England. He felt that many of 
the problems were being resolved reasonably well. 
I did not discuss the compensation of physicians 
with him but talked instead about the national hos- 
pital physical plant and the cessation of hospital 
construction. He was inclined to depreciate this 
problem. He said that, considering the strained cir- 
cumstances of the country, hospital buildings can 
serve a much longer period of time than expected 
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and, further, that England cannot afford a large 
increase in hospital beds—available beds must be 
used more efficiently. 

With hospitalization available without cost to the 
patient and with general practitioners referring 
many additional patients to hospitals, it seems clear 
that if funds were available there would be use for 
many more beds. Apparently, the shortage of funds 
has led to a rationalization about the most effective 
use of hospital beds. Such a course can be justified 
by pointing out that emergencies and the most 
seriously ill patients are being taken care of. None- 
theless, many people recommended for hospitali- 
zation by their physicians cannot be cared for 
promptly. 

The interview with the general manager and sec- 
retary of the British Provident Association was most 
interesting. This nonprofit organization was estab- 
lished to provide subscribers with funds for the 
payment of a private physician or for care in a 
private hospital. In 1952, there were 69,000 en- 
rolled. By mid-1956, there were 252,000, and enroll- 
ment is growing at a rapid rate. To quote directly 
from their brochure giving reasons for such enroll- 
ment, “Arrangements for private accommodation 
and treatment can usually be made quickly and 
conveniently. The private patient thus avoids harm- 
ful delays and anxieties that pressure on the Na- 
tional Health Service often involves. .. . Freedom 
to choose the specialists who will look after the 
case gives a feeling of confidence, the value of 
which is incalculable.” Since enrollment in the 
British United Provident Association means, in 
effect, that the patient is paying a second time for 
coverage, the growth is one measure of dissatisfac- 
tion with the National Health Service. 

In interviewing a medical officer in the Ministry 
of Health, I particularly discussed the compensa- 
tion of physicians. | mentioned that a leading Eng- 
lish authority on the National Health Service had 
suggested that doctors are more concerned about 
loss of status than actual decrease in income. He 
then explained that the physicians believe their in- 
come is indicative of their place in the social struc- 
ture and that it is distasteful to have this income, 
as limited by the government, steadily depreciate 

in relation to income of other groups in the work- 
ing force. He seemed to feel that they had a valid 
point in this objection and that there is consider- 
able merit to their demands. 

I particularly discussed with this medical admin- 
istrator the question of incentives for performance 
by physicians as provided by the method of com- 
pensation under the National Health Service. Pres- 
ently, compensation for each general practitioner is 
controlled by the number of patients who choose 
him as their physician. There is a ceiling of 3,500 
patients per physician. Many doctors have a lesser 
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number, as would be expected, and this is particu- 
larly true in the rural areas. The government medi- 
‘al administrator told me that he thought that 
young men going into practice need time to build 
an adequate patient panel. Theoretically, therefore, 
income progresses with experience. But depending 
on where the physician chooses to practice, the rate 
of growth varies considerably. It is possible for 
many young men to begin practice in industrial 
communities with larger than average panels. 

We did not discuss this at great length, but ob- 
viously the pane] method of payment does not re- 
sult in physician-income directly related to the 
same income-controlling factors that prevail under 
fee-for-service practice. Further, I would gather 
that for many geographical locations size of panel 
is not particularly related to the efforts of the phy- 
sician to satisfy patients. Specialists also are paid 
compensation which varies within a narrow range. 
There are merit awards within this range for out- 
standing specialists, but | was told by one inform- 
ant that, while the chairman of the commission re- 
sponsible for awards is an outstanding national 
figure, no one seems to know exactly how decisions 
are made as to which specialist should receive such 
awards, In any case, awards do not greatly increase 
salaries over normal specialist income. Many spe- 
cialists, on the other hand, are able to supplement 
their government salaries through private practice. 

There is great pressure on the national budget 
in England. I do not need to describe all of the 
demands on the British budget or England's critical 
trade balance or high taxes. Those problems are 
generally well known. However, they all have great 
impact on determining the amount of money which 
any party in power in England can devote to the 
National Health Service. Undoubtedly, with pres- 
ent pressures the budget for the services will slowly 
go up—but only at great effort and only after every 
possible means has been explored to reduce expen- 
ditures. A proof of the stringency is the govern- 
ment’s failure to provide funds for new hospital 
construction and for what seems to be a proper in- 
crease in the compensation of physicians. 

There has been much discussion of charging pa- 
tients for certain services now provided without 
cost under the National Health Service. As an ex- 
ample, the shilling charge for each prescription, as 
well as a few small charges for other services, was 
instituted by the present government. Such charges, 
however, are politically unpopular. It seems un- 
likely that the health budget can be bolstered by 
this method because any charges large enough to 
add substantial revenue would be resented by the 
public and the criticism exploited by the party not 
in power. The present government was under seri- 
ous attack from the opposition when these small 
charges were assessed. 
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With the budget so inflexible, every broad cate- 
gory of expenditure has been examined with care. 
Dollar-wise, drugs have become a much more im- 
portant part of medical care in recent years. In the 
United States, large additional sums, both in hospi- 
tal budgets and paid directly by consumer, have 
gone to purchase the added number of drugs pre- 
scribed by doctors. This increase is recognition of 
the need and value of one of the most important 
advances in medical care in recent years. In Eng- 
land, with the government almost the sole pur- 
chaser of prescription drugs—which are sold at 
fixed retail prices—and with the government under 
great financial pressure, there has been intensive 
study to reduce drug costs. A government formu- 
lary has been established to encourage the use of 
low-price therapeutic agents. Presently, the gov- 
ernment is, I gather, moving toward some type of 
cost-plus pricing with manufacturers. Just how this 
will allow for adequate research funds and other 
aspects of the cost of manufacture I do not know. 
But it seems obvious that it could discourage the 
development and introduction of new drugs and 
have long-range effects disadvantageous for drug 
manufacturers and eventually for the public. 

I believe that enactment of the National Health 
Service in Britain has frozen to a degree the total 
funds available for the purchase of medical care and 
that this must be to the detriment of innovation of 
newer types of treatment. I believe the financial 
stringency is bound to continue and that its long- 
range effects will be serious in terms of funds avail- 
able to purchase necessary care for the public and 
in terms of the morale of the medical profession. 
An uncontrolled and freer flow of funds might well 
have led the British public to allocate greater sums 
for health services than at present and, under any 
circumstances, would have provided a freer market 
for money to flow where people felt the best serv- 
ices were available. 

The administrative structure, which requires that 
determines the income of the individ- 
ual physician and the budget of the individual hos- 
pital, takes these transactions out of the control of 
those who are responsible for rendering care and 
removes the incentives for improved performance 
present in an unregimented system. I believe that 
in the long run this will result in poorer service. 


France 


Government health insurance in France has de- 
veloped over a period of years and is somewhat 
different from the plan in England in that physi- 
cians are reimbursed on a fee-for-service basis. The 
plan provides for hospitalization in government 
hospitals, and most hospitals in France are in that 
category. It provides 80% of the cost of prescrip- 
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tions and 80% of an established fee schedule for 
physicians and dentists. The entire socal security 
program in France was revised and extended after 
World War II. 

Social security benefits include pensions, unem- 
ployment insurance, medical care, and family al- 
lowances. These costs to the government are met 
through a tax of 6% on employees and 29% on em- 
plovers. I was advised that, presently, with this 
29% and with certain other routine taxes, the em- 
ployer pays the government a tax on payroll which 
must be near the maximum that can be assessed. 

Changes in hospital costs are reflected in various 
local and national budgets allocated to the govern- 
ment hospitals. Prescription costs are controlled, 
and 80% of the fixed price per prescription is re- 
funded to the user if proper forms for the refund 
are filed with the government. 

Health insurance in France developed in such a 
manner that many nonprofit prepayment plans 
were organized. These plans receive tax funds in 
relation to the number of individuals enrolled and 
make payment for benefits under government rules. 
The schedule of benefits has completely exhausted 
the assets of these organizations, which are now 
kept in operation by government loans. Because 
these loans are large and because it has not been 
decided how benefits will be financed in the future, 
there is great pressure for readjustment, by either 
increasing taxes or decreasing the cost of benefits. 

The government has never been able to negotiate 
an agreement with the medical profession for ac- 
ceptance of 80% of the government fee schedule as 
full payment. The individual patient can secure a 
refund of 80% of that fee schedule. However, the 
fee charged to the patient by the doctor is often 
higher than that quoted in the government sched- 
ule. In fact. the payment covers much less than 80% 
of present physician fees for medical care. The 
onus of “added” or “extra” charges falls on the 
physician in such a system, and this tends to preju- 
dice many patients. 

While in France, | interviewed a number of peo- 
ple principally associated with two medical organi- 
zations, one concerned with professional matters, 
the other with economic affairs. I saw the secretary 
of the medical association concerned with bargain- 
ing with the government on doctors’ reimburse- 
ment. I also interviewed the secretary of the phar- 
maceutical manufacturers’ association, an American 
physician practicing in France, and a sociologist 
who is a university professor interested in research 
in the health field. Through the sociologist I had 
opportunity to lunch with the editor of the leading 
medical journal, a physician who is advisor to the 
Ministry of Labor, and a physician in the Ministry 
of Labor concerned with industrial medicine. 
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In the past year the Ministry of Labor has ea- 
deavored to force an agreement with physicians by 
which they would accept a new government fee 
schedule, 80% of which would be paid by the gov- 
ernment and 20% by the patient. In other words, 
fees would remain fixed and unvaried. There seems 
to be agreement that the present fee schedule is 
inadequate, but the profession is resistant to hav- 
ing a fixed fee schedule, believing that with such a 
schedule it would no longer be a “free profession.” 

In this discussion, the government, realizing that 
a more realistic fee inevitably higher than the pres- 
ent schedule would place much greater demands 
on the federal budget, is confronted with the neces- 
sity of taxes for social security that are about as 
high as can be imposed. As a result, there has been 
a search for ways to reduce present expenditures, 
much of which has been focused on drug costs. 
There seems to be a general impression that with 
the French government socialistically inclined, the 
profession may be forced to accept a fee schedule 
for these services. The government might then find 
it necessary to pay a reduced percentage of the fee 
instead of 80% to stay within funds available in the 
budget. 

Because it is obvious that any fee schedule ac- 
cepted by the medical profession must in fairness 
be greater than the present government schedule, 
expenditures for medical care have been subjected 
to searching study in an effort to find possibilities 
for reducing payments to physicians, hospital budg- 
ets, and payments for prescriptions. 

The public hospitals in France are inadequately 
staffed and, by American standards, give a meager 
type of care, according to the report I received 
from an American physician practicing in France. 
The specialists who render medical care are well 
trained, but hospital care in France would not be 
considered adequate or up-to-date by a person in 
the United States. For the patient who wishes to 
choose his own physician, small private “cliniques” 
are available, but these are often inadequately 
equipped and staffed to give the supportive serv- 
ices needed in serious illness. Therefore, while the 
national health service has made hospital care 
available generally, it has, in effect, prevented the 
development of good hospital service, even for 
those who might be able to pay for it. 

In France, the rigid control of the price of drugs, 
starting with a complete and detailed audit of drug 
manufacturing costs, presents a considerable prob- 
lem for the manufacturer, limits funds available for 
research, and brings other major complications. 


Summary and Conclusions 


There is clear indication in both England and 
France that the government budgets for national 
health services have been so strained that funds are 


SPECIAL ARTICLE 


J.A.M.A., March 22, 1955 


not available to finance increased costs related to 
advances in medical science. In both countries, 
benefits have been oversized in terms of govern- 
ment funds available in efforts to please the public, 
but neither program has been able to live up to its 
promises or even to what we would consider ade- 
quate standards of medical and hospital care. Both 
governments are now committed to programs with 
more benefits than budgets permit, As a result, 
every expenditure in these national health services 
is being analyzed and controlled. Such controls, if 
they led solely to more economical service to the 
public, could hardly be criticized. But the controls 
in themselves have a serious effect on the quality 
of service and on the initiative of the physician and 
others. 

Inflation has caused part of the budget problem. 
However, the same inflation has also increased 
government income. The budget problem for health 
services—and it is extremely serious in both coun- 
tries—is caused, first, by the overcommitment of 
benefits for which inadequate estimates of costs 
were made and, second, by normal increases in the 
cost of scientific advances in medical care. The use 
of more hospitalization, more drugs demanded by 
newer scientific knowledge, and changing attitudes 
toward the use of medical care by the public, lead- 
ing to more use of physicians and hospitals, are the 
factors which have really overburdened the na- 
tional health service budgets. Short of a major trend 
in returning a substantial portion of the costs of 
personal health services to the individual patient, 
there seems little likelihood that the national budg- 
ets can be tapped for the added funds needed to 
maintain quality health services in these two coun- 
tries. 

Any national federalized health service imposes 
the need for a careful review of use of benefits to 
avoid overcharging, inadvertent or otherwise, by 
those who supply medical care, and, to control 
abuses or overuse by the public. The great strin- 
gency created by inadequate budgets has carried 
the control of costs beyond justified economy and 
has led to the cheapening of health services. Fur- 
ther, since decisions concerning national health 
services are matters of political expediency, the 
medical profession, the pharmaceutical industry, 
and the hospital field have often been targets of 
criticism on the political level without these groups 
being in any position to bring clearly to the public 
the fundamental issues involved. 

The assumption by government of full responsi- 
bility for medical care for the public and for the 
costs of that medical care has relieved those work- 


‘ing in the health field of fundamental responsibility 


for care and, what is more serious in the long run, 
has removed many incentives for improved service. 
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COUNCIL ON DRUGS 


Report to the Council 


The Council has authorized publication of the following report. Nonproprietary terminology 
is used for all drugs that are mentioned; when such terminology is not considered to be gener- 
ally well known, its initial appearance is supplemented by parenthetic insertion of names 
known to be applied to commercial preparations. 


Regional ileitis is a low-grade granulomatous 
disease of the small bowel, usually involving 8 to 
16 inches of the terminal loop of the ileum, just 
proximal to the ileocecal valve. The disease is non- 
specific in nature; the etiology is unknown. The 
onset of the disease usually begins in youth. The 
average age of a person at which this occurs is 27 
years. The clinical picture is dominated by diar- 
rhea, abdominal pain, loss of weight, a moderate 
secondary anemia, and the formation of a tender 
mass in the right lower quadrant of the abdomen. 
Fistula formation is characteristic of the disease, 
with the fistulas appearing usually on the abdom- 
inal wall in the scar of a previous operation or as 
perirectal abscesses and fistulas. 

The disease is one of low-grade intensity, pursu- 
ing a course covering many years. The complica- 
tions consist of hemorrhage, rarely perforation, but 
not infrequently of bouts of intestinal obstruction. 

Regional ileitis is not entirely a surgical disease. 
In fact, the disappointment with the late follow-up 
of surgical intervention has more and more empha- 
sized the need for a well-apportioned and carefully 
thought-out plan for the conservative medical treat- 
ment of this condition. 

With the establishment of the diagnosis, unless 
urgent and immediate surgical indications are pres- 
ent, a plan of medical therapy should be initiated. 


Medical Management 


The diet should be general and generous and 
should include all proteins, carbohydrates, and, to 
a more limited degree, fats. With the exception of 
raw fruits and raw vegetables, which constitute 
roughage, the diet should be tasty, flavored, and 
unrestricted. Sieving or puréeing of vegetables is 
unnecessary; proteins should be stressed, steak and 
roast beef particularly. The English school is now 
emphasizing the fact that the disease is one charac- 
terized by steatorrhea; however, since the fat ab- 
sorption by the intestine is adequate in most cases, 
fat restriction in the diet is unnecessary. 


CURRENT STATUS OF THERAPY 


Burrill B. Crohn, M.D., New York 


H. D. Kautz, M.D., Secretary. 


IN REGIONAL ILEITIS 


Rest, both physical and mental, is essential. Ex- 
cessive exercise and teusely competitive games are 
taboo; much sleep and relaxation are necessary. 
Most patients are ambulatory and may follow their 
profession or business activities in a somewhat 
limited fashion. Although ileitis is not regarded as 
one of the so-called psychosomatic diseases, recur- 
ring psychic trauma should be eliminated whenever 
possible. A hopeful attitude looking to ultimate cure 
should be engendered. A change of air, particularly 
to the beaches in the summer, is beneficial. 

Medication is palliative’ though not necessarily 
curative. The diarrhea andtabdominal pain may be 
controlled by a fluid mixture containing belladonna, 
codeine, and deodorized opium tincture in sufficient 
dosage to control the bowel urgency. This mixture 
may be taken over long periods of time; addicts are 
rarely made in this manner. 

The antibiotics are useful only in the presence of 
secondary infection or in the acute febrile toxic 
states. The disease is not cured by antibiotics, 
which in themselves often induce secondary diar- 
rhea. The suppurative complications resulting from 
fistula formations, particularly the perirectal com- 
plications, require the use of antibiotics. Since 
penicillin and the tetracyclines tend to produce 
micrococcic (staphylococcic ) or monilial diarrhea, 
they are best not employed. Chloramphenicol 
(Chloromycetin) or erythromycin (Erythromycin, 
llotycin) are safest in their effects. The milder 
acting sulfonamides, phthalylsulfathiazole (Sulfa- 
thalidine) or succinylsulfathiazole (Sulfasuxidine ) 
may be employed for maintaining the antibacterial 
effects in the intestinal tract. 

Adrenal cortical steroid therapy has a significant 
place in the treatment of regional ileitis. Although 
the immediate effects are not as striking as those 
found in ulcerative colitis, beneficial results can be 
observed in the feeling of euphoria, increased ap- 
petite, gain in weight, and reduction of bowel 
movements. The best results are produced in ileitis 
when suppurative complications are not present, 
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the most brilliant results in jejuno-ileitis with diffuse 
and nonlocalized involvement of the whole or up- 
per small intestinal tract. Here the adrenal steroids 
may approach an almost specific form of therapy. 
The treatment should be initiated by a course of 
intramuscular injections consisting of 40, 60, or 80 
U.S. P. units daily of corticotropin (Acthar, Corti- 
cotropin, Acth), purified corticotropin, or cortico- 
tropin-zinc hydroxide (Cortrophin-Zinc). If this 
dosage is too small, it may be necessary to increase 
it to obtain the required effect. This is usually 
a safe procedure; perforation of the bowel has 
rarely been reported, none in my Own experience. 
Because of the diarrhea, salt restriction in the 
diet is unnecessary; administration of potassium, 
as triple potassium salts or the chloride, should 
best accompany the treatment. After daily injec- 
tions of corticotropin for 10 to 14 days, the daily 
dosage should slowly be diminished for another 
two weeks at which time the oral administration 
of adrenal steroids should be substituted. A dosage 
of 5 mg. of hydrocortisone (Cortef, Cortril, Hy- 
cortole, Hydrocortone), prednisone (Deltasone, 
Deltra, Meticorten ), or prednisolone ( Delta Cortef, 
Hydeltra, Meticortelone ), given three or four times 
daily is required. Eventually a maintenance dose 
of at least 10 mg. daily may and should be main- 
tained over an indefinite period of time. Should 
surgical intervention become necessary at any time, 
adrenal steroid therapy should be stepped-up to 
overcome adrenal atrophy; at the time of operation 
50 to 100 mg. of hydrocortisone given intravenously 
is essential to overcome the danger of shock mani- 
festations. 

Electrolyte balance should be maintained at all 
times. When severe depletion has occurred, sodium 
and potassium should be replaced by intravenous 
injections. Transfusions of whole blood are indi- 
cated to combat severe anemia and protein de- 
pletion. 
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Vitamin deficiency is rarely encountered in re- 
gional ileitis or jejuno-ileitis, probably because of 
the liberal diet which is employed. Secondary 
anemia requires oral administration of iron and an 
adequate protein intake. 


Surgical Management 


Surgical intervention is indicated when conserva- 
tive therapy fails or when an abdominal mass, 
fever, continued loss of weight, and progressive 
anemia develop. Complications, such as perirectal 
abscesses and fistulas, persistent abdominal wall 
fistulas, intestinal hemorrhage, or, above all, intes- 
tinal obstruction, require surgical reparation. 

Among surgeons, the approach is fairly evenly 
divided throughout the country between those who 
favor primary resection and those who favor some 
type of a short-circuiting procedure, with perhaps 
a majority favoring the latter. Necessarily the 
short-circuiting procedure, usually a side-to-side 
ileotransverse colostomy, should be accompanied 
by a transection of the ileum (12 inches proximal 
to uppermost extension of the disease) as a diver- 
sion of the intestinal content away from the lesion. 
Rarely is it necessary to perform a two-step pro- 
cedure, since the first-stage, short-circuiting proced- 
ure results in subsidence of all symptoms (except 
the diarrhea). Evidences of failure of the original 
lesion to heal after the short-circuiting, as demon- 
strated by persistent fever, mass, and still-extending 
fistulas, constitute indication for the second-stage 
resection of the by-passed lesion. 

Recurrent, postoperative ileitis is best treated 
conservatively. The recurrence is usually less 
severe than the original disease, fortunately is not 
usually progressive, and requires only conservative 
medical therapy. 
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. it seems likely that 


comedones form in pilosebaceous follicles in which the hair is rudimentary. 
There is seborrhoea, and [also] hormonal influences [that] cause follicular hyper- 
keratosis. The pilo-sebaceous follicle being one physiological entity, the more sebum 
that is produced the smaller amount of keratin (i.e. hair) that is formed. Follicles 
with lanugo hairs usually have small pilomotor muscles. Thus excess sebum is 
formed and meets a narrowed hyperkeratotic follicular ostium. The small hair can- 
not push its way through the ostium and, therefore, cannot act as a drain for the 
sebum. At the same time, the pilomotor muscles are too small and weak to help 
propel the sebum to the surface. The sebum may be abnormal physically or chemi- 
cally. If it be too viscid, obstruction will be assisted. A changed chemical compo- 
sition might stimulate the overgrowth of horn at the ostium. Insufficient is yet 
known about this and about the possible role of coccal infection for any useful con- 
clusion to be drawn concerning their importance.—E, Lipman Cohen, The Mecha- 
nism of Comedo Formation in Acne Vulgaris, The British Journal of Dermatology, 


November, 1956. 
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NEW AND 


NONOFFICIAL DRUGS 


Monographs and supplemental statements on drugs described here and in subsequent edi- 


tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 
and reports of investigations. 


Azapetine Phosphate.—6-Ally]-6,7-dihydro-5H-di- 
benz[c,e]azepine phosphate.—The structural for- 
mula of azapetine phosphate may be represented as 
follows: 


N-CHeCH=CHe HsPO«4 


Actions and Uses.—Azapetine phosphate is a po- 
tent adrenergic blocking agent with actions and 
uses similar to those of tolazoline hydrochloride. In 
addition to blocking the vasoconstrictive response 
of smooth muscle to circulating or injected epine- 
phrine, the drug also exerts a direct vasodilating 
effect on the wall of small blood vessels. The chief 
pharmacological effects of the drug are therefore 
related to peripheral vasodilation and include in- 
creases in skin temperature and peripheral blood 
flow as well as moderate decreases in blood pres- 
sure. Parasympathetic effects or changes in gastro- 
intestinal tone and motility are minimal after adren- 
ergic blockade with this agent. 

Azapetine phosphate is useful for the treatment 
of those peripheral vascular diseases in which vaso- 
spasm is the predominant cause of ischemia. These 
include such conditions as Raynaud’s syndrome, 
acrocyanosis, acroparesthesia, causalgia, ulceration 
of the extremities due to chronic peripheral vaso- 
spasm, and sequelae of frostbite. The drug is con- 
sidered ineffective in most patients with organic 
occlusive forms of peripheral vascular disease, such 
as arteriosclerosis obliterans, thromboangiitis oblit- 
erans (Buerger’s disease), and acute arterial oc- 
clusion. Its value in the treatment of thrombophle- 
bitis or the postphlebitic syndrome has not been 
established. Azapetine has also been used for the 
management of moderate to severe hypertension, 
but there is insufficient evidence to establish its ef- 
fectiveness for this purpose. 

Except for occasional instances of drug fever, 
serious untoward effects are rare during therapy 
with azapetine phosphate. Side-effects, however, 
are fairly common. Nausea, vomiting, lightheaded- 
ness, weakness, malaise, syncope, and postural hy- 
potension frequently complicate therapy with this 
agent. Other less common side-effects include con- 
fusion, palpitation and tachycardia, anorexia, nasal 
congestion, headache, and xerostomia. As with all 
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other adrenergic blocking agents, azapetine is con- 
traindicated in any condition in which a fall in blood 
pressure may be undesirable or dangerous; thus, it 
should not be given to patients with severe coro- 
nary artery disease. Since adrenergic substances 
normally relax bronchial musculature, there is a 
presumptive small risk in administering adrenergic 
blocking drugs to patients with bronchial asthma. 
It has been reported that the administration of 
azapetine was associated with the reactivation of a 
previously diagnosed peptic ulcer; the reason for 
this is not established since there are no reported 
studies on the effects of this drug on gastric secre- 
tion. 

Dosage.—Azapetine phosphate is administered 
orally. An initial test dose of 25 mg. three times 
daily should be given for about seven days to screen 
out the occasional patient who cannot tolerate the 
drug. Thereafter, the usual dose for adults is about 
50 to 75 mg. three times a day as determined by 
individual response. 

Preparations: tablets 25 mg. 

Applicable commercial name: [lidar Phosphate. 


Hoffmann-LaRoche, Inc., cooperated by furnishing scien- 
tific data to aid in the evaluation of azapetine phosphate. 


Dextro Propoxyphene Hydrochloride.—a-d-4- 
Dimethylamino - 1,2 - diphenyl -3-methy] -2- butanol 
propionate hydrochlofide.—The structural formula 
of dextro propoxyphene hydrochloride may be rep- 
resented as follows: 

OC CHsCHs 


C>CH—CH2N_ HCl 
CHs CHs 


Actions and Uses.—Dextro propoxyphene hydro- 
chloride, a tertiary-amino ester, is a synthetic, non- 
antipyretic, orally effective, analgesic compound, 
which is related pharmacologically to codeine. 
Milligram for milligram, dextro propoxyphene hy- 
drochloride and codeine phosphate are approxi- 
mately equal in analgesic potency, and both are 
used for the relief of the same type of pain. Like 
codeine, but unlike morphine and some of the 
more potent analgesics, dextro propoxyphene pro- 
duces no respiratory depression after the admin- 
istration of therapeutic doses. Its onset and duration 
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of action are similar to those of codeine. Its ab- 
sorption, metabolism, and excretion are not known. 

Dextro propoxyphene hydrochloride is useful for 
the relief of mild to moderate pain, especially that 
associated with chronic or recurrent diseases as, for 
example, in rheumatoid arthritis or in migraine. It 
can be used with other analgesics to augment their 
effectiveness and may prove to be useful for the 
relief of pain in many, but not necessarily all, sit- 
uations in which codeine is ordinarily used. In 
rheumatoid arthritis it may well be combined with 
an anti-inflammatory agent, such as acetylsalicylic 
acid. The drug is not of sufficient potency to be of 
value in severe pain. It has little or no antitussive 
activity. 

The addicting liability of dextro propoxyphene 
hydrochloride has been extensively studied, and the 
evidence indicates that the drug has either little 
or none. In animals, no tolerance to the analgesic 
or lethal effects of the drug can be demonstrated 
after several weeks of chronic administration. In 
humans, prolonged administration produces none of 
the signs or symptoms which are considered char- 
acteristic of drug addiction; psychic craving or eu- 
phoria is not observed; tolerance or dependence is 
not produced, and abrupt termination of therapy 
fails to result in any significant withdrawal symp- 
toms. Furthermore, large single doses of the drug 
do not produce opiate-like effects in nontolerant, 
former narcotic addicts. The sole basis for consid- 
ering dextro propoxyphene an addicting drug lies 
in its ability to suppress the symptoms of abstinence 
from morphine. However, this effect is quite weak, 
is less than that of codeine, and is not considered 
sufficient reason to establish the drug as an addict- 
ing agent. Hence, dextro propoxyphene does not 
come under the purview of the federal narcotic 
law. 

The toxicity of dextro propoxyphene hydrochlo- 
ride is low and the margin of safety adequate. Nau- 
sea and vomiting have been noted but have oc- 
curred less frequently than with codeine. Large 
doses may also produce drowsiness and dizziness. 
Except for the rare patient who may exhibit hyper- 
sensitivity, at present there are no known contrain- 
dications to administration of dextro propoxyphene. 
The drug should not be given parenterally because 
of local irritating action. 

Dosage.—Dextro propoxyphene hydrochloride is 
administered orally. The usual dose for adults is 
65 mg. four times daily, alone or with other medi- 
cation, as required for the relief of pain. 

Preparations: capsules 32 mg. and 65 mg. 

Applicable commercial name: Darvon. 

Eli Lilly and Company cooperated by furnishing scien- 
tific data to aid in the evaluation of dextro propoxyphene 
hydrochloride. 
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Estradiol Valerate.—Estradiol-17-valerate. — The 
structural formula of estradiol valerate may be rep- 
resented as follows: 


OC CHeCHeCHeCHs 
CH 


HO 


Actions and Uses.—Estradio] valerate, an ester of 
estradiol, has the same actions and uses and is sub- 
ject to the same contraindications as other estro- 
gens. (See the general statement on Ovaries and 
the subsection on Estrogens in New and Nonofficial 
Drugs. ) The onset of action is prompt after a single 
intramuscular injection of an oil solution of the 
drug. Estrogenic effects persist for about three 
weeks. The drug is well tolerated, and, in thera- 
peutic doses, undesirable side-effects are no more 
troublesome than those produced by other inject- 
able oil solutions of estrogenic substances. It also 
can be administered concomitantly with a suitable 
progestational agent in the management of func- 
tional uterine bleeding and primary or secondary 
amenorrhea. 

Dosage.—Estradiol valerate is injected intramus- 
cularly as a solution in sesame oil. For uterine or 
ovarian dysfunction or menstrual disorders, the 
usual single dose is 5 to 20 mg. This is generally re- 
peated once every four weeks or once each men- 
strual period. For local manifestations of estrogen 
deficiency, such as pruritus vulvae, kraurosis vul- 
vae, or senile vaginitis, the usual dose is 10 to 20 
mg. repeated once after two to three weeks. For re- 
lief of postpartum breast engorgement when lacta- 
tion is to be suppressed, a single dose of 10 to 25 
mg. may be injected immediately after delivery. 

Preparations: solution (injection) 10 mg. in 1 cc. 

Applicable commercial name: Delestrogen. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemi- 
cal Corporation, cooperated by furnishing scientific data to 
aid in the evaluation of estradiol valerate. 


Iron-Dextran Complex.—A colloidal solution of 
ferric hydroxide in complex with partially hydro- 
lyzed dextran. 

Actions and Uses.—Iron-dextran complex is a 
stable, isotonic solution of inorganic iron held in 
chemical combination with the polysaccharide, dex- 
tran. The dextran used in this complex is of low 
molecular weight and is pharmacologically distinct 
from the dextran of high molecular weight that is 
sometimes employed as a blood volume expander. 
Iron-dextran complex is relatively nonirritating 
when injected intramuscularly and provides a con- 
centrated and well-tolerated form of iron for the 
parenteral therapy of iron deficiency anemia. Ex- 
cept for patients with intercurrent infections, the 
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iron thus administered is utilized almost quantita- 
tively for hemoglobin formation. Rapid absorption 
of the drug is indicated by the appearance of he- 
mosiderin in the bone marrow 12 hours after intra- 
muscular injection. Hence, iron-dextran complex 
raises hemoglobin levels and restores depleted 
iron stores more rapidly and in a more predictable 
manner than orally given iron. 

Iron-dextran complex is indicated solely for the 
treatment of iron deficiency anemia in those situa- 
tions in which parenteral therapy is deemed pref- 
erable to oral medication. The drug is particu- 
larly useful in patients who cannot tolerate orally 
given iron preparations or who have gastrointesti- 
nal conditions, such as ulceration or severe diarrhea, 
which would contraindicate the use of iron given 
orally, as well as in cases of impaired iron absorp- 
tion. It is also effective for the rapid replenishment 
of iron stores in selected patients in whom oral 
therapy is ineffective. Thus, in the treatment of 
hypochromic anemias of infancy or in the last tri- 
mester of pregnancy, iron-dextran complex will 
often provide a prompt clinical and hematological 
response in the unusual patient who may be re- 
sistant to orally given iron therapy. The substance 
also finds some use in selected hemorrhagic states. 
including gastrointestinal bleeding, in which avail- 
able iron stores have been depleted and in which 
oral therapy cannot provide iron at a sufficiently 
rapid rate to meet the needs for hemoglobin for- 
mation. It is also useful postoperatively to replace 
transfusions to some degree. Finally, iron-dextran 
complex may be used in patients who cannot be 
relied upon to take oral medication, such as in- 
fants, geriatric and psychiatric patients, and oc- 
casionally in obstetrical patients. 

Iron-dextran complex should be restricted for 
use only in diagnosed cases of iron deficiency ane- 
mia. If no iron deficiency exists, prolonged (and 
hence, improper ) therapy with this agent will cause 
storage of iron, with consequent possibility of exo- 
genous hemosiderosis. Such iron overload is par- 
ticularly prone to occur in patients with hemoglo- 
binopathies and other refractory anemias which 
might be erroneously diagnosed as iron deficiency 
anemia. Hence, if a hematological response is not 
observed after initiation of iron-dextran complex 
therapy, injections should be discontinued and 
other diagnostic measures taken. Of perhaps even 
greater importance from the standpoint of rational 
therapeutics is the necessity to seek the underlying 
cause of iron deficiency anemia and to treat that 
cause as well as to replace the needed iron. Phy- 
sicians should guard against the false security 
which might be engendered when relatively mild 
hypochromic anemias of unknown pathogenesis 
show remarkable improvement with iron therapy. 
It should be borne in mind that chronic, occult 
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blood loss, often from gastrointestinal lesions, is a 
common cause of iron deficiency anemia in adults. 

On the basis of both laboratory and clinical ex- 
perience, the toxicity of iron-dextran complex ap- 
pears to be low, and the drug is considered safer 
to administer than the intravenously administered 
preparation, saccharated iron oxide. No serious 
systemic or local reactions have been observed, 
although a mild type of urticarial reaction is occa- 
sionally encountered. Rarely, a more generalized 
type of reaction that is typical of any parenteral 
injection may follow the administration of iron- 
dextran complex. This may be characterized by 
headache, fever, malaise, nausea, vomiting, aching 
of the lower extremities, and regional lymphade- 
nopathy. Some patients report pain at the site of 
injection, but there is no evidence that iron-dex- 
tran complex causes damage to muscle tissue, even 
after repeated administration. 

Dosage.—lron-dextran complex, which contains 
the equivalent of 50 mg. of elemental iron in each 
cubic centimeter, is administered by intramuscular 
injection only. Before initiating therapy, the total 
iron requirement should be calculated by using a 
dosage table or a convenient formula. The most 
precise calculations of dosage are based on hemo- 
globin deficit, as determined by consulting a table 
of normal hemoglobin levels. Thus, for adults, the 
following formula might be applied: [normal value 
of hemoglobin (grams per 100 cc.)—patient’s 
hemoglobin level (grams per 100 cc.)] > 0.255 
grams of iron needed. After the total iron require- 
ment has been calculated, iron-dextran complex is 
injected daily or every other day until the required 
amount is given. A dosage of 50 mg. (1 cc.) is 
generally administered the first day, and amounts 
up to 250 mg. (5 ce.) daily may be given there- 
after to normal or obese adults. Children who 
weigh over 9 kg. (20 Ib.) and small adults should 
receive no more than 100 mg. (2 cc.) daily. Dos- 
age for children of 3.6 to 9 kg. (8 to 20 lb.) is 
50 mg. (1 ce.) daily; the maximum for infants 
weighing under 3.6 kg. (8 lb.) is 25 mg. (0.5 cc.) 
daily. Repeat courses of iron-dextran complex are 
not usually indicated. 

Iron-dextran complex is deep red in color and 
causes staining of the skin if the solution is allowed 
to leak along the tract of the needle. In order to 
avoid this, a long needle should be used for intra- 
gluteal injection and the subcutaneous tissue over 
the site of injection should be firmly pushed aside 
before inserting the needle. 

Preparations: solution (injection) equivalent to 100 mg. 
of elemental iron in 2 cc. and 250 mg. in 5 cc. 

Applicable commercial name: Imferon. 
Lakeside Laboratories, Inc., cooperated by furnishing 


scientific data to aid in the evaluation of iron-dextran 
complex. 
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CHEMICAL TESTS FOR INTOXICATION 


T 


WENTY years ago, a Committee of the 
American Medical Association known as 
the Committee for the Study of Motor 
Vehicle Accidents, collaborating with the 
National Safety Council's committee on tests for 
intoxication, agreed that certain blood alcohol 
levels were incompatible with the safe handling of 
a motor vehicle. Their recommendations ' | later 
formed the basis for the Chemical Tests Section of 
the Uniform Code and have been accepted by 
courts of law, legislators, and the medical profes- 
sion. It was recommended: 


1. Although there is no minimal figure which can be set 
at which there will be absolutely no effect from alcohol, the 
committee recommends that persons with a concentration of 
alcohol of less than 0.05 per cent by weight in blood or its 
equivalent in urine, saliva or breath should not be prose- 
cuted for driving while under the influence of alcoholic 
liquor. 

2. Between 0.05 and 0.15 per cent, a liberal, wide zone; 
alcoholic influence usually is present, but courts of law are 
advised to consider the behavior of the individual and 
circumstances leading to the arrest in making their decision. 
3. 0.15 per cent: definite evidence of ‘under the influence’, 
since every individual with this concentration would have 
lost to a measurable extent some of that clearness of intellect 
and control of himself that he would normally possess. 


These limits were purposely made liberal so that 
no injustice would be done to the person with 
unusual tolerance. In order to obtain a blood alco- 
hol level of 0.05% a 150-lb. (68-kg.) person would 
have to accumulate | fluid oz. (30 cc.) of pure 
alcohol in his body. To do this he would have to 
drink at least the equivalent of 2 0z. of 100 proof 
liquor. This same person would have to accumulate 
3 oz. of absolute alcohol to reach a blood alcohol 
level of 0.15%. 

The recommended three zones—(1) below 0.05%, 
(2) from 0.05 to 0.15%, and (3) 0.15% or above— 
are particularly important when the effects of in- 
creasing amounts of alcohol are understood. The 
same person who drinks enough to raise his blood 
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alcohol level from 0.05% to 0.10% will be about 
four times as intoxicated; and when he increases 
his intake enough to reach 0.15% he will be at least 
nine times as intoxicated. Surveys regarding the 
relationship of alcohol to motor vehicle accidents 
indicate that an alcohol level of 0.15% or more in 
the blood may increase the chance of an accident 
by as much as 5,000%. The imperceptible symp- 
toms from small percentages of alcohol to the sky- 
rocketing effects of added increments is further 
demonstrated by the fact that the lethal concen- 
tration is fairly constant at a blood alcohol level of 
about 0.60%. 

Anyone with an alcohol concentration of more 
than 0.01% in the blood may be presumed to have 
been drinking, a fact which under some conditions 
may be pertinent in assessing liability. It is prob- 
able that concentrations of alcohol between 0.01 
and 0.05% have a perceptible effect, at least in 
some instances, contributing to auto accidents, al- 
though the majority of persons tested at such levels 
may fail to show obvious signs of intoxication. 

With the almost universal acceptance of the 
chemical tests for intoxication, it is unfortunate 
that some law inforcement officers act as though 
they were unaware of the three presumptive zones 
regarding the degree of intoxication. Some judges 
rule as though a person is drunk at 0.15% and sober 
at 0.14%. They seem to disregard the fact that the 
person was arrested because of his abnormal be- 
havior and that the test for alcohol was given to 
determine whether his unusual behavior could 
have been due to or aggravated by alcohol. The 
judge should consider all the circumstances lead- 
ing to the arrest. When an accused is found to have 
the physical signs and symptoms of intoxication 
and a blood alcohol level of 0.05%, he should not 
be exonerated on the basis of the chemical test. 

Because of the fallacious, overly liberal interpre- 
tation of the Chemical Tests Section of the Uniform 
Code by some jurists, certain persons feel that the 
fault lies with the Uniform Code itself. These same 
individuals also feel that the offense of driving 
while intoxicated should be sufficiently proved by 
the sole finding of 0.05% or more of alcohol in the 
blood. While such a ruling would simplify matters, 
its adoption or enforcement would be inequitable 
and impossible. Despite the need for increased 
emphasis on traffic safety programs and the in- 
creasing death toll caused by the drinking driver, 
these facts cannot be used in justification of arbi- 
trary and unscientific legislation. It is most im- 
portant that the applicable provisions of the pres- 
ent Uniform Code be properly enforced and that 
law inforcement officers give more consideration 
to the middle presumptive zone, between 0.05% 
and 0.15%, which is probably responsible for most 
of the automobile accidents caused by overim- 
bibing. 

1. Report of Committee to Study Problems of Motor Vehicle Accidents, 
in Minutes of 90th Annual Session of American Medical Association, 
held at St. Louis, May 5-19, 1939, J. A.M. A. 112: 2164 (May 27) 
1939; Report of Reference Committee on Legislation and Public Rela- 
tions, ibid., p. 2175. Committee on Tests for Intoxication: 1938 Re- 


port: Chemical Tests for Intoxication; 1939 Report: Installing Tests 
for Intoxication, Chicago, National Safety Council, 1938, 1939. 
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MEDICAL NEWS 


ALABAMA 

John A. Andrew Clinical Society.—The 46th annual 
meeting of the John A. Andrew Clinical Society 
will be held April 13-18 at the Tuskegee Institute 
of Alabama under the presidency of Dr. Maurice F. 
Rabb, Louisville, Ky. Lectures will be presented by 
specialists in internal medicine, psychiatry, ortho- 
pedics, anesthesiology, dermatology, pediatrics, and 
various other fields. For information write Dr. 
Eugene H. Dibble Jr., Secretary, The John A. 
Andrew Clinical Society, Tuskegee Institute, Ala- 
bama. 


CALIFORNIA 


Symposium on Cleft Palate.—A symposium to dem- 
onstrate the merits of treating cleft lip and palate 
patients by means of group management is sched- 
uled by the Plastic and Reconstructive Surgery 
Center of Saint Francis Memorial Hospital, San 
Francisco, for April 21-22. Guest speakers will be 
four specialists from the University of Illinois, 
Chicago: Dr. Herbert R. Kobes, Division of Serv- 
ices for Crippled Children, State of Illinois; Herbert 
Hoepp-Baker, Ph.D., director of the Cleft Palate 
Center; Dr. Edward F. Lis, director, Center for 
Handicapped Children; and Samuel Pruzansky, 
D.D.S., associate professor of orthodontics, College 
of Dentistry, and associate director, Ceft Palate 
Training Program. Drs. Mar W. McGregor and 
Robert L. Mills are coordinator and chairman of 
the symposium, respectively. Physicians interested 
in corrective methods for cleft palate are invited. 
For information write the Saint Francis Memorial 
Hospital, 900 Hyde St., San Francisco. 


CONNECTICUT 

Dr. Griffin Cited.—Dr. Daniel P. Griffin has received 
a citation conferred by the President's Committee 
on the Employment of the Physically Handicapped 
on recommendation of the Connecticut Governor's 
Committee on Employment of the Handicapped 
and the Connecticut State Medical Society. Dr. 
Griffin is a past-president of the Fairfield County 
Medical Association, the Bridgeport Medical Asso- 
ciation, the Connecticut Society for Psychiatry and 
Neurology and the Connecticut Occupational Ther- 
apy Association. He has served as consulting neuro- 
psychiatrist to the Stamford Hospital, St. Joseph 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Hospital, and the Vanderbilt Clinic and the Mental 
Hygiene Clinic of the Veterans Administration in 
Bridgeport. 


Vital Statistics.—In Connecticut in 1957, for the 
seventh consecutive year the birth rate increased, 
rising from 19.7 births per 1,000 population in 
1950 to 23.6 for the year just completed. This is 
the highest birth rate for the state since 1921. With 
infant mortality (deaths during the first year of 
life) at 22.1 per 1,000 live births compared with 
71.1 in 1921, the effective birth rate (first year sur- 
vivors per 1,000 population) compared with 22.5 in 
1947, 22.4 in 1921. The marriage rate, 7.6 cere- 
monies per 1,000 population is the lowest recorded 
since 1938. The 1957 natural increase (excess of 
births over deaths) amounted to 33,400 persons 
or 1.4% of the mid-year population. There were 116 
deaths from tuberculosis, compared with 149 for the 
year previous and more than 200 as late as 1953. 
The year passed without any deaths from polio in 
Connecticut, as did the years 1938 and 1948, Other 
communicable diseases with no deaths in 1957 are 
typhoid fever (8th successive year), diphtheria 
(4th successive year), and whooping cough (3rd 
successive year). The most pronounced mortality 
increases were observed for pneumonia (679 
deaths, or nearly 100 more than in 1956) and for 
the cardiovascular group of diseases. 


FLORIDA 
Cardiovascular Seminar in Miami.—The fifth Bien- 
nial Cardiovascular Seminar will be held April 
23-26 at the DuPont Tarleton Hotel, Biscayne Bou- 
levard, Miami, under the sponsorship of the Florida 
State Board of Health, Florida Heart Association, 
and the Heart Association of Greater Miami. Par- 
ticipants include Drs. Michael E. DeBakey, Hous- 
ton, Texas; John B. Hickam, Durham, N. C.; John 
W. Kirklin, Mayo Clinic, Rochester, Minn.; Charles 
E. Kossmann, New York City; Richard Langendorf, 
Chicago; William Likoff, Philadelphia; John H. 
Moyer, Philadelphia; Robert W. Wilkins, Boston, 
and Ancel B. Keys, Ph.D., director of the Lab- 
oratory of Physiological Hygiene, University of 
Minnesota, Minneapolis. Members of the American 
Academy of General Practice will receive 18 hours 
of credit in category II by attending this seminar. 
Registration fee is $25. A post-convention tour to 
Cuba will be arranged. For information write The 
Heart Association of Greater Miami, Inc., 2 South- 
east 13th St., Miami 32, Fla. 
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ILLINOIS 

Hospital Clinic Addition in Urbana.—Ground was 
broken Feb. 20 for a new $1,100,000 addition to 
Carle Hospital Clinic in Urbana. Completion is 
scheduled for July, 1959. The 3%-story building 
with full basement will house all diagnostic and 
therapy departments of the hospital. It will be con- 
nected by passageway to the medical-maternity 
hospital and the surgical and pediatric hospital 
building now on the site. A parking lot adjacent to 
the buildings will be expanded to a capacity of 550 
cars. Thirty-seven physicians, all certified specialists 
engaged in private practice on a group basis, will 
lease the addition from its owner, the Carle Foun- 
dation. The x-ray department will consist of seven 
special rooms in the diagnostic section. There will 
be four special rooms in the therapy section in- 
cluding facilities for using radioisotope and cobalt 
teletherapy. All laboratory tests will be made on 
the premises. Completion of the building will re- 
lease space for some 50 beds in the hospital build- 
ing where these departments currently are being 
housed. 


Chicago 

Dr. Irons Receives Merit Medal.—Dr. Ernest E. 
Irons, past-president, American Medical Associa- 
tion, was one of eight persons selected by Mayor 
Daley’s All Chicago Citizens Committee who re- 
ceived the Chicago Medal of Merit recently, “for 
their contributions to the city.” Among his other 
duties, Dr. Irons is president of the Municipal 
Tuberculosis Sanitarium. 


Dustfall in Chicago for January.—The Armour Re- 
search Foundation of the Illinois Institute of Tech- 
nology, in its report of the amount and chemical 
analysis of the dustfall for the city for January, 
has announced that the average total dustfall at its 
25 stations, including the Loop, was 52.7 tons per 
square mile per month of 30 days. Of this amount 
25.0 tons were water insoluble constituents and 27.7 
tons were water soluble constituents. The “Loop 
Average” total dustfall was 165.4 tons per square 
mile. The least amount of dustfall was 16.9 tons 
per square mile at a station in a far northwestern 
section of the city. 


LOUISIANA 

New Labelling Law for Poisons.—A new state law 
to strengthen present requirements for labelling and 
handling of poisonous substances will be proposed 
to the Louisiana Legislature in May under the 
sponsorship of the Louisiana State Medical Society. 
Dr. Joseph A. Sabatier Jr., of Baton Rouge, state 
legislative chairman for the society, said the pro- 
posed legislation will be designed to lessen the 
chances of poisons falling into the hands of chil- 
dren. Laws already govern the handling of certain 
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poisons, but the society will examine the entire 
procedure. The Louisiana State Department of 
Health and the State Department of Agriculture 
and Immigration are cooperating with the medical 
society in preparing final drafts of the proposed 
legislation. 


MICHIGAN 


Search for New Hospital Achievements.—A contest 
to find the best ideas that have saved money and 
contributed to improvements in Michigan hospitals 
has been launched under the sponsorship of the 
Michigan Hospital Association and the Michigan 
Blue Cross. Offering $4,000 in awards to hospital 
employees, the contest is known as Michigan’s First 
Search for New Hospital Achievements. In addition 
to a grand award of $1,000, the contest offers $500 
each in first awards to employees of hospitals in 
four size categories (fewer than 50 beds, 51 to 200 
beds, 201 to 500 beds, and over 500 beds) plus 10 
special awards of $100 each. Entries in the contest 
must be based on improvements which have been 
proved in member hospitals of the Michigan Hos- 
pital Association during the five years ending with 
1957. Closing date for entries is April 15, and an- 
nouncement of winners is scheduled for the annual 
convention of the Michigan Hospital Association at 
Mackinac Island in June. 


MISSOURI 

Dr. Dooley Given Award.—Dr. Thomas A. Dooley, 
III, was cited for distinguished service to medicine 
and pharmacy recently by the Alumni Association, 
St. Louis College of Pharmacy. Dr. Dooley left 
Laos last September after a year and a half of 
medical service in that country, one of the three 
independent states formerly comprising French 
Indo-China. In Laos, he supervised the construc- 
tion of a 35-bed hospital and directed a medical 
staff in the treatment of 30,000 natives. He will 
return about July to Laos to resume his work there, 
and will be accompanied by six newly-formed 
medical teams, an organization known as MEDICO, 
which will perform similar service in other areas of 
Asia. The presentation of the award was made by 
Courtney G. Pitkin, president of the association, 
who also presented Dr. Dooley with more than 
half a million dollars worth of medical supplies and 
equipment donated to the MEDICO teams by firms 
and individuals. A special guest at the presentation 
was Ourot R. Souvannavong, Ambassador from 
Laos and permanent representatives of Laos to the 
United Nations. 


State Association Meeting in St. Louis.—The 100th 
annual session of the Missouri State Medical Asso- 
ciation will be held April 13-16 at the Sheraton- 
Jefferson Hotel, St. Louis. A clinical pathologic 
conference, moderated by Dr. Joseph E. Flynn, 
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Columbia, will be conducted the afternoon of April 

14. The program includes the following papers by 

out-of-state speakers: 

Management of a Patient with a Thyroid Nodule, Dr. Frank 
F. Allbritten, Jr., Kansas City, Kan. 

Farmer’s Lung, Dr. Helen A. Dickie, Madison, Wis. 

Radiocontamination of Milk by Fallout, Lt. Col. Bernard 
F. Trum, D.V.M., V.C., U. S. Army, Washington, D. C. 


A symposium on exfoliative cytology will include 
the following participants: Drs. Claude K. Leeper 
and Joseph E. Flynn, Columbia; Omer E. Hage- 
busch, St. Louis; Frederick C. Coller, Springfield; 
and Victor B. Buhler, Kansas City. Two panel dis- 
cussions, “The Use of Insulin in Diabetes,” and 
“Newer Concepts in Hypertension,” will be moder- 
ated by Drs. Henry E. Oppenheimer, St. Louis, and 
Robert W. Wilkins, Boston, respectively. Dr. Gun- 
nar Gundersen, president-elect, American Medical 
Association, will address the annual banquet April 
15 on “World Medicine and Its Influence for 
Peace.” Motion picture sessions and exhibits are 
scheduled. For information write the Missouri State 
Medical Association, 623 Missouri Theatre Build- 
ing, St. Louis 3. 


MONTANA 


Annual Interim Session in Helena.—The 11th annual 
interim session of the Montana Medical Association 
will be held in Helena March 28-29. The program 
committee, under the chairmanship of Dr. Donald 
O. Schultz, has prepared a scientific session at the 
Veterans Administration Hospital, Fort Harrison, 
for March 28 to include panel discussions, sym- 
posiums, and a clinical pathological conference. A 
discussion of retirement financing for physicians 
and of the legal aspects of medical practice is ar- 
ranged. The guest speaker will be Dr. Frederick 
W. Madison, clinical professor of medicine, Mar- 
quette University School of Medicine, Milwaukee, 
Wis., who will discuss bone marrow depression at 
the opening session. The reception and banquet 
will be held March 28 at the Placer Hotel, with Mr. 
Alex Warden, publisher of the Great Falls Tribune, 
as the principal banquet speaker. For information 
write the Montana Medical Association, 1236 N. 
28th St., P. O. Box 1692 Billings, Mont. 


NEBRASKA 


Short Course for Clergymen.—The Office of Post- 
graduate Affairs at the University of Nebraska 
College of Medicine recently sponsored a short 
course for clergymen, a one-day institute dealing 
with the “Role of the Clergy in Effective General 
Hospital Visitation.” The institute, held Feb. 28, was 
conducted by the college, in cooperation with the 
Omaha Council of Churches, the Archdiocese of 
Omaha, and the Omaha Synagogue Council. Clergy- 
men of all denominations from Nebraska attended. 
Keynote speaker was The Rev. Russell Striffler, 
Clinical Chaplain at lowa Methodist Hospital, Des 
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Moines, Iowa. The program also featured faculty 
members of the University of Nebraska College of 
Medicine, and local hospital chaplains. Course co- 
ordinator was The Rev. Frank S. Moyer, Protestant 
chaplain for University Hospital. The purpose was 
to “show pastors how they can best serve the pa- 
tients to whom their hospital visits are of value, the 
doctors with whom they work in helping these pa- 
tients, and ultimately, their congregations.” 


NEW JERSEY 


Annual Institute in Psychiatry and Neurology.—The 
eighth annual Institute in Psychiatry and Neurology 
sponsored by the Veterans Administration Hospital, 
Lyons, will be held April 2. The morning will be 
devoted to the following workshops: 

Psychiatric Aspects of Criminology, with Dr. Theodore R. 

Robie presiding. 
The Sexual Offender; Dr. Lewis H. Loeser presiding. 
Legal Problems in Psychiatry; Dr. Avrohm Jacobson pre- 
siding. 

Dr. Stephen P. Jewett, head, department of 
psychiatry, New York Medical College, will serve 
as general chairman for the afternoon session, 
which will include reports of morning workshops 
and a panel discussion, “Juvenile Delinquency,” 
under the chairmanship of Dr. Ralph E. Snyder, 
dean, New York Medical College. At the dinner, 
6:30 p. m., Mr. Win Pendleton, newspaper colum- 
nist, will present “Evaluation of Present Day Per- 
sonalities.” Registration fee is $1, which includes a 
copy of the proceedings of the institute. For in- 
formation write Dr. Arvin E. Trollinger, Lyons, 


N. J. 


NEW YORK 

Symposium on Air Pollution.—The sixth annual 
Symposium on Air Pollution and Its Control will 
be held at Wagner College, Staten Island, April 26, 
9 a. m.—4 p. m. Participating will be air pollution 
control officials of governmental agencies and indus- 
try as well as experts in the fields of engineering, 
agriculture and public health. This year's pro- 
gram will emphasize the legal, technical, and legis- 
lative aspects of interstate air pollution control and 
the contribution of industry to the abatement of 
atmospheric contamination. The symposium is spon- 
sored by Wagner's department of bacteriology and 
public health. For information write Natale Colosi, 
Ph.D., chairman of the department of bacteriology, 
Wagner College, Staten Island 1, N. Y. 


New York City 
University News.—Dr. Svend V. M. Clemmesen, 
Copenhagen, Denmark, will be the first Louis J. 
Horowitz visiting professor of physical medicine 
and rehabilitation at New York University—Bellevue 
Medical Center’s College of Medicine, Dr. Donal 
Sheehan, dean, has announced. This visiting pro- 
fessorship was created in honor of the late Mr. 


1488 MEDICAL NEWS 


Horowitz, one of the original founders of the 
center's Institute of Physical Medicine and Rehabil- 
itation, who bequeathed about 12 million dollars to 
the institute since its opening in 1948. Dr. Clem- 
mesen, who will be at the Medical Center during 
the month of April, is in charge of the department 
of physical medicine and rheumatology, Kommune- 
hospitalet, Copenhagen, and is a lecturer at the 
University of Copenhagen. 


VERMONT 


Student Wins Pathology Fellowship.—The Sarah 
Mellon Scaife Fellowship in Pathology, awarded 
annually by the University of Pittsburgh School of 
Medicine, has been given this year to Alvin Rees 
Midgley, Ph.D., a student in the College of Medi- 
cine of the University of Vermont, Burlington, who 
will receive the doctor of medicine degree in June. 
He will study at Pitt for three years and, if he 
chooses, may spend a fourth year at another medi- 
cal school. Mr. Midgley is president of the Uni- 
versity of Vermont chapter of Alpha Omega Alpha 
and is a member of Phi Beta Kappa and Sigma Xi. 
At Vermont, he received the Woodbury award for 
maintaining the highest scholastic average during 
his first two years of medical school. 


WISCONSIN 


Dr. Larson Accepts Dual Appointment.—Dr. Frank 
C. Larson, associate professor of medicine, Univer- 
sity of Wisconsin Medical School, Madison, has 
accepted a dual appointment as director of the 
clinical laboratories of University Hospitals and 
director of the clinical pathology program for the 
Medical School, effective July 1. He will replace 
Dr. William D. Stovall who has announced his 
retirement from the two posts. Dr. Larson is cur- 
rently serving also as assistant chief of medicine 
and tuberculosis service at the Madison Veterans 
Administration Hospital. 


GENERAL 

Special Certification in Psychiatry for Foreign Phy- 
sicians.—It is the intention of the American Board 
of Psychiatry and Neurology to undertake “Special 
Foreign Certification” of physicians who are not 
residents of the U. S. or Canada, not holding licen- 
sure for the practice of medicine in those countries, 
and not contemplating medical practice in those 
countries, by a certifying examination after com- 
pletion of prescribed requirements. For details and 
regulations, write to the Secretary-Treasurer, 
American Board of Psychiatry and Neurology, Inc., 
102-110 Second Ave., S.W., Rochester, Minn. 


Research Fellowships for Medical Students.—The 
Lederle Laboratories Division of the American 
Cyanamid Company is making available to medical 
schools throughout the United States and Canada 
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medical student research fellowships for the year 
1958 in amounts not exceeding $600 a year for any 
individual. They are intended partly to relieve the 
financial burden of students who desire to devote 
their summer vacations to research in the preclini- 
cal departments. Students who apply for fellow- 
ships must be of good scholastic standing and have 
consent of the faculty member under whose super- 
vision their research is to be conducted. The selec- 
tion of students to receive such awards will be 
made by the dean of the medical school, or by the 
regularly constituted committee of the faculty 
charged with such selections. 


Psychiatric Meeting in New York City.—The 13th 
scientific meeting of the Eastern Psychiatric Re- 
search Association will be held April 3, 8:00 p. m., 
at the New York University Medical School, Alumni 
Hall. The program includes a film, “The Medical 
Witness,” and the following papers: 
Auditory Hallucinations in an Otherwise Well-Integrated 
Personality, Dr. Hirsch L. Gordon. 
Effect of Various Drugs in the Funkenstein Test, Dr. Fred- 
erick B, Charatan. 
New Nasopharyngeal Tube to Facilitate Treatment in EST, 
Dr. Joseph Epstein. 
A question period is planned following the pres- 
entations. For information write Dr. David J. 
Impastato, 46 Fifth Ave., New York City. 


Southern Meeting on Medical Schools and Hos- 
pitals—The Southern Association of Medical 
Schools and Teaching Hospitals will meet in New 
Orleans April 13-14 with “Medical Schools and 
Affiliated Hospitals” as the theme. Tulane and 
Louisiana State University medical schools and 
the Charity Hospital of Louisiana are the host 
institutions. Principal speakers are Dr. John C. 
Nunemaker, director of education services, Veterans 
Administration, Washington, D. C., and Dr. Ed- 
ward H. Leveroos, director, Ochsner Foundation 
Hospital in New Orleans. Subjects for discussion 
include the problems of accreditation in parent 
teaching hospitals, medical schools, and affiliated 
hospitals; training programs in a distant affiliated 
hospital; problems in affiliated hospital service; and 
general practice residencies. Registrations for the 
meeting should be made with Dr. Maxwell E. 
Lapham, Dean, Tulane School of Medicine, 1430 
Tulane Ave., New Orleans 12. 


New Orleans Surgeons to Visit Memphis.—The de- 
partment of surgery of the University of Tennessee, 
Memphis, has arranged a program April 2-3 for 
members of the New Orleans Surgical Society. Each 
year, the society members travel to some medical 
center for a scientific program and opportunity to 
become familiar with the work being carried out in 
other centers. Interested physicians are invited. 
Orren W. Hyman, Ph.D., dean of the College of 
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Medicine, will open the meeting, and Mr. Robert C. 
Hardy, administrator, City of Memphis Hospitals, 
will follow with an address. A total of 16 papers 
and two motion pictures are scheduled: “Maxillary 
Resection,” narrated by Dr. Edwin W. Cocke, and 
“Surgery in Siamese Twins,” narrated by Dr. Har- 
well Wilson. Demonstrations and exhibits will be 
conducted in experimental laboratories, and an in- 
stitute of pathology will be held both days. For in- 
formation write the Department of Surgery, Uni- 
versity of Tennessee College of Medicine Mem- 
phis, Tenn. 


Diet Booklets Available for Heart Patients.—Three 
new booklets prepared especially for adult heart 
patients placed on sodium-restricted diets by their 
physicians have been published by the American 
Heart Association and are available to physicians 
for distribution to their patients. Copies may also 
be obtained by nurses, nutritionists, dietitians, and 
hospital and nursing-home staffs. The booklets were 
prepared under the direction of a committee repre- 
senting four agencies in addition to the association: 
the U. S. Public Health Service, the American 
Dietetic Association, the Council on Foods and 
Nutrition of the American Medical Association, and 
the Nutrition Foundation. Each booklet is designed 
to help patients follow the physician’s prescription 
for a different degree of sodium restriction: strict, 
500 mg.; moderate, 1,000 mg.; and mild. Within 
each booklet there is a choice, to be indicated by 
the physician, of three different calorie levels: 1,200 
calories, 1,800 calories, and unrestricted. 


Program for Hospital Administrators.—The first 
Hospital Administrators Development Program 
will be held at Corneli University, Ithaca, N. Y., 
July 7-Aug. 15. The program is open to a limited 
number of hospital administrators and related exec- 
utives on a fellowship basis, under a grant from the 
Alfred P. Sloan Foundation. The Sloan Institute of 
Hospital Administration of the Corneil University 
Graduate School of Business and Public Adminis- 
tration will conduct the seminar series. A “Seminar 
in Medical Care,” under the leadership of Dr. Mil- 
ton I. Roemer, director of research of the Sloan In- 
stitute, will explore developments in organized med- 
ical care in the U. S. and abroad. A “Seminar on 
Administration” will be led by Rodney F. White, 
assistant professor of administration in the Cornell 
Graduate School of Business and Public Adminis- 
tration and a member of the Sloan Institute re- 
search staff. The concluding two-week “Seminar in 
Hospital Interpersonal Relationships” will dea] with 
trends in medical staff relationships. The Seminar 
will be led by Frederic C. LeRocker, director, 
Sloan Institute and Professor of Hospital Adminis- 
tration, Graduate School of Business and Public 
Administration. Closing date for applications is 
March 31. 
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Annual Golf Tournament During San Francisco 
Meeting.—The 42nd annual American Medical 
Golfing Association Tournament will be held Mon- 
day, June 23, at the Olympic Club at Lakeside, 
San Francisco. All male members of the A. M. A. 
are eligible to participate in the tournament and 
become members of this group. The enrollment fee 
is $3. Pretournament registration forms are being 
sent to all members on the current files. Any mem- 
ber not receiving a letter by mid-May, or any new 
member requesting one should contact the secre- 
tary. The tournament fee includes green fees, tour- 
nament expenses, luncheon, banquet, a chance to 
win a prize, all at one of the most beautiful golf 
courses, the site of the 1955 U. S. Open Golf Tour- 
nament and the coming 1958 U. S. Amateur Golf 
Tournament and American Cup Matches. The 
Olympic Club provides two 18-hole courses and is 
only a short distance from downtown San Fran- 
cisco. The club professional is John Battini. Dr. 
Harry N. Hensler, the Director of Golf Play, will 


The Olympic Club at San Francisco, where the 42nd Amer- 
ican Medical Golfing Association Tournament will be held. 


supervise all score tabulation. The tournament is 
limited to 18 holes on either course. The play will 
start at 8 a. m. and run until 2 p. m. The Yellow 
Cab Company will provide transportation to and 
from the course, either singly or up to five persons 
to a cab. Direction sheets will be available at the 
A. M. A. registration desks, on request, for those 
with private transportation. All players should pre- 
sent verification of their home club handicap, 
signed by their club secretary; otherwise handicap 
is set by the A. M. G. A. Handicap Committee. No 
handicaps over 30 are allowed. Dr. Paul S. Wyne, 
450 Sutter St., San Francisco, is president of the 
American Medical Golfing Association and Dr. Wil- 
liam R. Smart, 450 Fourth St., San Rafael, Calif., 
is the tournament chairman. All communications 
should be directed to Dr. James J. Leary Jr., 450 
Sutter St., San Francisco, Calif., secretary of the 
local committee. 
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National AED Convention in Arkansas.—Alpha Ep- 
silon Delta, the national premedical honor society, 
will hold its 12th national convention at the Uni- 
versity of Arkansas, Fayetteville, March 27-29. Dr. 
Walter S. Wiggins, associate secretary, Council on 
Medical Education and Hospitals, American Med- 
ical Association, will speak at the banquet March 
28. On March 29 the program will be a symposium 
on premedical and predental education which will 
include the following speakers: Dr. F. Douglas 
Lawrason, provost for medical affairs, University 
of Arkansas Medical Center; John R. Ring, Ph.D., 
admissions committee, Washington University 
School of Dentistry; Matt L. Ellis, Ph.D., president, 
Hendrix College; and Ardell N. Taylor, Ph.D., as- 
sociate dean, University of Oklahoma School of 
Medicine. A panel discussion on the admission re- 
quirements and procedures for medical school will 
be moderated by Norman F. Witt, Ph.D., premedi- 
cal adviser, University of Colorado. Alpha Epsilon 
Delta has about 17,000 members in 69 chapters. 
It is an affiliated society of the American Associa- 
tion for the Advancement of Science, an associate 
member of the American Council on Education 
and the American Society for Medical Research, 
and a member of the Association of College Honor 
Societies. 


Methodology Research Award.—Nominations for 
the sixth Kimble Methodology Research Award are 
being accepted until June 1. This award, which 
gives recognition to the applications of scientific 
knowledge to the Public Health Laboratory, was 
established by the Kimble Glass Company of 
Toledo, Ohio, and is sponsored by the Conference 
of State and Provincial Public Health Laboratory 
Directors. The cash award of $1,000 and silver 
plaque will be presented at the annual meeting of 
the conference to be held in St. Louis in November. 
Rules governing nominations can be obtained from 
Nell F. Hollinger, Ph.D., Chairman, Nominating 
Committee, Kimble Award, Schoo] of Public Health, 
University of California, Berkeley 4, Calif. 


New Medical Student Exhibit Program.—The Stu- 


dent American Medical Association has announced 
a program which “aims to encourage medical stu- 
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dents, both as assistants to faculty members in im- 
portant medical research today and as investigators 
tomorrow, to report their acquired knowledge 
within the profession through the medium of the 
scientific exhibit at medical conventions.” For the 
first time, the annual Student American Medical 
Association convention to be held this year in Chi- 
cago, May 1-4, will have a scientific exhibit section. 
With the support of Lakeside Laboratories, Inc., of 
Milwaukee, the association is launching a competi- 
tive program, open to undergraduate medical stu- 
dents throughout the country and also to interns and 
residents. Prizes of $500, $350, and $250 respectively, 
are offered. A separate award of $500 is offered to 
an intern or resident whose exhibit is judged the 
most significant contribution. An advisory commit- 
tee of students and medical educators in Chicago 
and a panel of judges, authorities in various med- 
ical fields have been established. The two $500 
winners this year will also win a free trip to San 
Francisco in June where they will show their 
exhibits at the annual meeting of the American 
Medical Association. Exhibit subjects may be de- 
voted to original research; synthesis and analysis 
of investigations in a particular field; or subjects of 
special educational value to new physicians. For 
information write Mr. Russell Staudacher, Execu- 
tive Secretary, Student American Medical Asso- 
ciation, 430 N. Michigan Ave., Chicago 11. 


FOREIGN 
Skiing Congress on Traumatology and Sports Medi- 
cine.—The third congress of the International Asso- 
ciation for Skiing Traumatology and Winter Sports 
Medicine will be held April 13-16 at Davos, Switz- 
erland. The following lectures will be given in the 
medical section: 
Diminution of the risk of traumatism in the lower limbs by 
the use of security fixations, Dr. Pierre Truchet, Chambéry. 
The later results of surgical and orthopaedic treatment of 
lower leg fractures, Prof. Dr. Robert Merle d’Aubigné, 
Paris, and Prof. Dr. Wolfgang Baumgartner, Innsbruck. 
General cooling of the body and local freezing, Dr. G. 
Neureuther, Garmisch. 


The official languages will be English, French, 
and German. Discussions will follow these lectures 
and some shorter papers will be read. Demonstra- 
tions of “The Prevention of Avalanches by Means 
of Explosives, Mortar Fire, and Rockets” will be 
conducted April 8 preceding the congress. For in- 
formation write the Secretary, 3rd International 
Congress for Skiing Traumatology, c/o The Davos 
Public Interests Association, Davos, Switzerland. 


Seminar Congresses in Vienna.—The American 
Medical Society of Vienna will present seminar 
programs by the medical faculty of the University 
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of Vienna in the following specialties: pediatrics, 
neurology and psychiatry, dermatology and syphil- 
ology, ophthalmology, pathology, radiology, oto- 
rhinolaryngology, internal medicine, obstetrics and 
gynecology, orthopedic and traumatic surgery, and 
surgery. The seminars are for three days, one each 
month, and consider a new topic within each spe- 
cialty at each congress, beginning in April and last- 
ing through November. For information write Dr. 
M. Arthur Kline, executive Secretary, American 
Medical Society of Vienna, 11, Universitatsstrasse, 
Vienna 1, Austria. 


CORRECTIONS 

Azure Lunulae.—In the Feb. 22, 1958, issue of THE 
JouRNAL, page 905, illustrations 3 and 4 in the 
clinical note “Azure Lunulae” by Bearn and Mc- 
Kusick were interchanged. The diagram appearing 
with the legend of figure 4 should be with the 
legend of figure 3 and vice versa. 


Management of Testicular Tumors.—In the article 
by the foregoing title in THe Journat, Feb. 15, 
1958, page 756, the fifth line, column 2, should read 
as follows: “value layer of 7.6 mm. Pb (2 Mvp).” 

The eighth line from the bottom of the second 
column, page 756, should read “by 8 cm. Surface- 
dose increments of 300 are .. .” 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BoarD OF ANESTHESIOLOGY: Written. Various loca- 
tions, July 17, 1959. Final date for filing application is 
January 17, 1959. Sec., Dr. Curtiss B. Hickcox, 80 Seymour 
St., Hartford. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. Philadelphia, April 23-26; San Francisco, June 
18-21; Chicago, Oct. 13-16. Sec.-Treas., Dr. William A. 
Werrell, One West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II, 
Chicago, May 7-17. Final date for filing application was 
September 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 
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AMERICAN Boarp OF OPHTHALMOLOGY: Written, Jan. 26, 
1959. Final date for filing application is July 1, 1958. 
Clinical. San Francisco, June 17-21; Chicago, Oct. 17-22. 
Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland, Maine. 

AMERICAN BoarD OF OrTHOPAEDIC SuRGERY: Part I. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application was Nov. 30. Part II. 
New York City, Jan. 29-31, 1958. Sec., Dr. Sam W. Banks, 
116 South Michigan Avenue, Chicago 3. 

AMERICAN BoarD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-9. Final date for filing application is March. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

AMERICAN Boarp OF PaTHOLOoGy: San Francisco, June 30- 
July 2. Final date for filing application is May 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1042-1232 W. Michigan St., Indianapolis 7. 

AMERICAN Boarpb OF Pepratrics: Oral. Memphis, March 21- 
23; Atlantic City, May 3-5; Cincinnati, June 13-15; 
Chicago, Oct. 24-26 and New York, Dec. 5-7. Sec., Dr. 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN Boarp OF PHysICAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, Ill., June 20-21. Final date 
for filing application was Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 

AMERICAN BOARD OF PLastic SuRGERY: Oral and Written. 
Galveston, Texas, May 18-20. Corresponding Secretary, 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Occupational 
Medicine, April 18-20. Final date for filing application was 
Jan. 30. Public Health on a Regional Basis, April. Final 
date for filing application is Jan. 30. Sec., Dr. Tom F. 
Whayne, 3438 Walnut St., Philadelphia 4. 

AMERICAN Boarp OF ProcroLocy: Oral and Written, Parts 
I and II. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsyCHIATRY AND NEUROLOGY: New York 
City, Dec. 15-16. Training credit for full time psychiatric 
and/or neurologic assignment in unapproved military pro- 
grams or services between the dates of Jan. 1, 1950 and 
Jan. 1, 1954 will be terminated on Jan. 1, 1959. Sec., Dr. 
David A. Boyd, 102-110 Second Ave. S. W., Rochester, 
Minn. 

AMERICAN BoarRpD OF RapioLocy: Special Examination in 
Nuclear Medicine for Diplomates in Radiology or Thera- 
peutic Radiology, Chicago, May 17. Deadline for filing 
application was Feb. 1. Regular Examination in Radiology, 
Chicago, May 19-23. Final date for filing application was 
Jan. 1. Regular Examination in Radiology. Washington, 
D. C., Dec. 8-12. Final date for filing application is July 1. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 
Minn. 

AMERICAN Boarp OF Surcery: Oral (Part II). Chicago, May 
12-13; Los Angeles, June 16-17; Portland, June 20-21. 
Written examinations (Part I) will be held at various 
centers in the United States, Canada, Hawaii, Puerto Rico, 
and certain military centers abroad on March 26 and 
December 3. Applications are no longer being accepted for 
the March examination. The date of the Fall examination 
in Part I has been changed from the last Wednesday of 
October as announced in its current Booklet of Information 
to December 3, 1958. Thereafter, examinations in Part I 
will be held once annually, on the first Wednesday of 
December. The closing date for filing applications will be 
August 1. Part II. Baltimore, March 10-11. Sec., Dr. John 
B. Flick, 225 So. 15th St., Philadelphia 2. 

Boarp or THoracic SurGcERyY: Oral. Boston, May 12-13. 
Final date for filing application was December 1. The fall 
written examination will be given in September 1958 and 
closing date for registration is July 1. Registration for the 
fall oral examination closes July 1. 
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Civilian Consultants.—Brig. Gen. Sam Seeley, chief, 
professional division, surgeon general's office, de- 
livered an address before newly commissioned 
physicians and nurses who completed a military 
orientation course at Brooke Army Medical Center, 
Fort Sam Houston, Texas, Feb. 14. Among other 
statements he said “To further augment the educa- 
tional merit of military physicians, we have today 
well over 1,500 civilian medical consultants, chosen 
from outstanding personnel in the nation, who 
represent every possible area of specialization. This 
cooperation has aided mutual understanding be- 
tween civilian and military groups, and guarantees 
the finest advice and care possible for each mili- 


tary patient.” 


VETERANS ADMINISTRATION 


Appoint Eight Clinical Investigators.—Eight phy- 
sicians have been selected as Veterans Administra- 
tion clinical investigators who thus become full- 
time staff members of VA hospitals. Four of the 
appointments were effective Jan. 1 and four will 
be made effective July 1, bringing the number of 
clinical investigators on duty to 31. 

Clinical investigators are responsible for med- 
ical research on problems of particular importance 
to veteran-patients, but they spend part of their 
time in the patient care program at the hospitals. 

Appointed in January were Robert P. Arthur of 
the Philadelphia VA Hospital, Robert P. Cameron 
of the New Orleans VA Hospital, Seymour Dayton 
of the Los Angeles VA Center, and Alfred Doscher- 
holmen of the Minneapolis VA Hospital. Selected 
for appointment in July are James S. Arnold, now 
at U. S. Naval Radiological Defense Laboratory, 
San Francisco, who will go to the Salt Lake City 
VA Hospital; Lawrence M. Heideman, fellow, de- 
partment of medicine, University of Washington 
and the Seattle VA Hospital, where he will work; 
Lindy F. Kumagai, resident at the University of 
Utah Hospital, who will go to the Salt Lake City 
VA Hospital; James O. Wynn Jr., research fellow 
of the American College of Physicians at Duke 
University Hospital, Durham, N. C., who will go 
to the Durham VA Hospital. 


Survey on Cancer Patients.—All 173 VA hospitals 
have begun a long-term survey to provide infor- 
mation on cancer patients. The data will include 
material on diagnosis and results of treatment for 
cancer, clinical information needed for research 
and epidemiological studies, and statistics useful 
for planning purposes. The hospitals will report 
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follow-up studies of discharged patients, as well 
as information on patients under treatment. Dr. 
Roy A. Wolford, VA deputy chief medical director 
in Washington, D. C., said VA hospitals are ad- 
mitting about 35,000 patients with cancer yearly 
and have an average daily load of more than 4,000 
of these patients. 


Personal.—_Leonard T. Skeggs Jr., Ph.D., of the 
VA Hospital, Cleveland, a biochemist, was selected 
as one of the 10 outstanding young men in federal 
government, in the annual Arthur S. Flemming 
awards competition, sponsored by the Junior 
Chamber of Commerce, Washington, D. C. 


PUBLIC HEALTH SERVICE 


Board of Counselors of the Neurological Disease 
Institute.—Dr. Pearce Bailey, director, National 
Institute of Neurological Diseases and Blindness, 
has announced the appointment of the following 
to a new six-member Board of Scientific Counselors 
of the Institute: Raymond D. Adams, chief, neuro- 
logical services, Massachusetts General Hospital, 
Boston; Algernon B. Reese, clinical professor of 
ophthalmology, College of Physicians and Sur- 
geons, New York City; Howard J. Curtis, chair- 
man, biological division, Brookhaven Laboratory, 
Upton, N. Y.; A. Earl Walker, professor of neuro- 
surgery, Johns Hopkins University, Baltimore; 
Roger J. Rossiter, head, department of biochemis- 
try, University of Western Ontario, London, Can- 
ada; and Hallowell Davis, director of research, 
Central Institute for the Deaf, St. Louis. 

The new board was established to review, dis- 
cuss, and make recommendations concerning re- 
search conducted within the laboratories of the 
institute. The institute already has a National Ad- 
visory Council, which makes recommendations 
concerning grants and other activities in support 
of research in medical schools and other institu- 
tions outside of government. The first meeting of 
the new Board of Scientific Counselors was held 
at the institute in Bethesda, Md., Feb. 20 and 21. 


Examinations for Appointment in Commissioned 
Corps.—The Public Health Service announces com- 
petitive examinations to be held at a number of 
places throughout the United States, May 6 to 9, 
for the appointment of medical officers, chemists 
and biochemists, sanitary engineers, physiologists, 
clinical psychologists, dental officers, and nursing 
officers. Applications must be received in the Pub- 
lic Health Service no later than April 11. For in- 
formation concerning the physical requirements, 
entrance pay, nature of the work, promotions, ad- 
ditional benefits, and application blanks, write to 
the Surgeon General, U. S. Public Health Service 
(P), Washington 25, D. C. 
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Archibald, John Stewart, Albuquerque, N. M.; 
McGill University Faculty of Medicine, Montreal, 
Que., Canada, 1942; died in Tucson, Ariz., Jan. 5, 
aged 46, of pulmonary tuberculosis. 


Arnson, Johan Martin, Eau Claire, Wis.; North- 
western University Medical School, Chicago, 1917; 
died Dec. 28, aged 65. 


Balderson, John Noe, Brooklyn; Long Island Col- 
lege Hospital, Brooklyn, 1908; died in the Evan- 
gelical Deaconess Hospital Jan. 18, aged 71, of 
arteriosclerotic heart disease and diabetes mellitus. 


Bange, Theodore * Cincinnati; Miami Medical Col- 
lege, Cincinnati, 1905; served two terms as deputy 
coroner of Hamilton County; associated with St. 
Francis Hospital and the Deaconess Hospital, 
where he was past-president of the staff; died Jan. 
5, aged 74, of a heart attack. 


Barrier, Leonidas Forister * Little Rock, Ark.; 
Kentucky School of Medicine, Louisville, 1908; 
member of the American Trudeau Society; veteran 
of World War I; associated with the Arkansas Bap- 
tist Hospital and St. Vincent Infirmary; died Jan. 9, 
aged 72, of cancer of the bladder. 


Beach, Estelle Chamberlain, New York City; New 
York Medical College and Hospital for Women, 
Homeopathic, New York City, 1914; an associate 
member of the American Medical Association; died 
Dec. 15, aged 81, of coronary thrombosis, arterio- 
sclerosis, and diabetes mellitus. 


Bernard, Richard Charles * Dallas, Texas; Regia 
Universita degli Studi di Firenze, Facolta di Medi- 
cina e Chirurgia, Italy, 1929; member of the Ameri- 
can Trudeau Society; on the staff of the Woodlawn 
Tuberculosis Hospital; died Dec. 29, aged 54, of 
polycythemia with a leukemoid reaction. 


Bolender, Harold Leland * St. Paul; State Univer- 
sity of lowa College of Medicine, lowa City, 1930; 
member of the American Academy of General 
Practice; associated with St. Luke’s Hospital and 
Midway Hospital, where he died Jan. 6, aged 55, 
of carcinoma of the right lung. 


Boyd, James M., Douglasville, Ga.; Atlanta College 
of Physicians and Surgeons, 1901; died in Atlanta 
Nov. 6, aged 84, of cardiac arrest, coronary occlu- 
sion, and coronary arteriosclerosis. 


Brandaleone, Joseph, New York City; Eclectic 
Medical College of the City of New York, 1906; an 


@ Indicates Member of the American Medical Association. 
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associate member of the American Medical Asso- 
ciation; died in the French Hospital Dec. 9, aged 
76, of carcinoma of the urinary bladder. 


Brunson, Homer Boyd, Pensacola, Fla.; Georgia 
College of Eclectic Medicine and Surgery, Atlanta, 
1910; died in the Sacred Heart Hospital Jan. 2, 
aged 74, of cirrhosis of the liver and heart disease. 


Byrnes, Harry Francis ® Springfield, Mass.; Balti- 
more Medical College, 1904; specialist certified by 
the American Board of Otolaryngology; member of 
the American Academy of Ophthalmology and Oto- 
laryngology; fellow of the American College of 
Surgeons; veteran of World War I; associated with 
Wesson Memorial and Springfield hospitals, and 
the Mercy Hospital, where he died Jan. 2, aged 81, 
of bronchopneumonia. 


Camp, Benjamin Lassetter, Atlanta, Ga.; North- 
western University Medical School, Chicago, 1933; 
certified by the National Board of Medical Exam- 
iners; veteran of World Wars I and II; received the 
Legion of Merit “for exceptionally meritorious con- 
duct in the performance of outstanding service 
against the enemy in Italy from Feb. 1, 1944, to 
May 27, 1945”; on the staff of the Crawford W. 
Long Memorial Hospital; died Jan. 24, aged 58. 


Carter, Herman T., Edmonton, Ky.; Memphis 
(Tenn.) Hospital Medical College, 1903; served as 
health officer of Green and Metcalfe counties; died 
in Glasgow Jan. 4, aged 80, of acute coronary 
thrombosis. 


Clauser, William Joseph, Boston; Indiana Univer- 
sity School of Medicine, Indianapolis, 1934; spe- 
cialist certified by the American Board of Psychi- 
atry and Neurology; member of the American 
Psychiatric Association; veteran of World War II; 
served on the faculty of Harvard Medical School 
and as physician at the Phillip Andover Academy 
in Andover, Mass.; formerly associated with the 
Boston State Hospital, Boston Psychopathic Hos- 
pital, and the Veterans Administration Hospital; 
died in Orleans, Mass., Dec. 24, aged 49, of heart 
disease. 


Clodfelter, Thomas Clarence * Milledgeville, Ga.; 
Atlanta College of Physicians and Surgeons, 1911; 
associated with Milledgeville State Hospital, where 
he died Dec. 22, aged 72, of recurrent pulmonary 
embolus and coronary heart disease. 


Cole, Richard King, Lieut. Colonel, U. S. Army, 


retired, Orlando, Fla.; born March 27, 1875; Van- 
derbilt University School of Medicine, Nashville, 
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Tenn., 1899; service member of the American Medi- 
cal Association; veteran of World War I; entered 
the medical corps of the U. S. Army as a major in 
1920; formerly professor of military science and 
tactics, Baylor University College of Medicine in 
Dallas, Texas; retired from the U. S. Army March 
31, 1939; served as professor of military science and 
tactics, Vanderbilt University School of Medicine 
in Nashville, Tenn.; died in Nashville, Tenn., Jan. 
11, aged 82, of arteriosclerotic heart disease. 


Cone, Julius, Sarasota, Fla.; Long Island College 
Hospital, Brooklyn, 1905; died Dec. 29, aged 76, of 
coronary heart disease and diabetes mellitus. 


Corcoran, William Lawrence ® New York City; 
Fordham University School of Medicine, New York 
City, 1920; fellow of the American College of Sur- 
geons; senior associate in surgery at St. Clare's 
Hospital, where he died Jan. 18, aged 62, of arterio- 
sclerotic heart disease. 


Criley, Clarence Holmes ® Manhattan Beach, 
Calif.; University of Pennsylvania Department of 
Medicine, Philadelphia, 1907; served on the staffs 
of the Los Angeles County and California hospitals 
in Los Angeles; died Jan. 14, aged 77, of cerebral 
embolism. 


Cunningham, Harry Auron, Salem, Ill.; Omaha 
Medical College, 1897; veteran of World War |; 
died in the Salem Hospital Nov. 16, aged 82. 


De May, Griffith Alonzo ® McCook, Neb.; Univer- 
sity Medical College of Kansas City, Mo., 1913; on 
the staff of St. Catherine of Sienna Hospital; died 
Jan. 6, aged 67, of carcinoma of the stomach and 
transverse colon. 


Ewald, Louis Anton, New York City; Julius—Maxi- 
milians—Universitat Medizinische Fakultat, Wurz- 
burg, Bavaria, Germany, 1896; served with the 
German Red Cross during World War I; at one 
time on the faculty of Fordham University School 
of Medicine; formerly associated with the Miseri- 
cordia, Sydenham, and Lenox Hill hospitals; died 
in the Madison Avenue Hospital Jan. 16, aged 86, 
of cardiac insufficiency and bleeding gastric ulcer. 


Fallon, Joseph D. ® Northampton, Mass.; College of 
Physicians and Surgeons, Baltimore, 1913; an 
honorary member and past-president of the staff 
of Cooley Dickinson Hospital; died Dec. 21, aged 
71, of coronary thrombosis. 


Feher, Karoly Imre, West Palm Beach, Fla.; Mag- 
yar Kiradlyi Pazmany Petrus Tudomanyegyetem 
Orvosi Fakultasa, Budapest, Hungary, 1911; died 
Dec. 1, aged 70, of arteriosclerotic heart disease. 


Felch, Harvey Jackson, Des Moines, Wash.; Kan- 
sas City (Mo.) Medical College, 1900; died Dec. 24, 
aged 92, of myocardial infarction. 
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Fisher, Scott Romain, Daytona Beach, Fla.; Syra- 
cuse University College of Medicine, 1916; veteran 
of World War I; for many years associated with 
Crouse-Irving Hospital; died Dec. 26, aged 67, of 
carcinomatosis. 


Foley, John Arthur * Boston; born in Hopkinton, 
Mass., April 28, 1888; Harvard Medical School, 
Boston, 1917; specialist certified by the American 
Board of Internal Medicine; fellow of the American 
College of Physicians; member of the American 
Trudeau Society; formerly clinical professor of 
medicine at the Boston University School of Medi- 
cine; served as professor of biology at Emmanuel 
College; member of the State Board of Registration 
of Nursing; chairman of the medical board of the 
Boston Retirement System; served as chief of staff, 
Boston Sanatorium, as director of the 5th and 6th 
medical services, Boston City Hospital, and as 
president of the staff, St. Margaret's Hospital; asso- 
ciated with the Carney, St. Elizabeth's, Boston 
State Hospital, and St. Mary’s Infant Asylum; a 
director of the Dorchester Savings Bank; died Jan. 
8, aged 69, of heart block. 


Ford, Alice Porter * New Haven, Conn.; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1904; died Jan. 16, aged 80. 


Gage, Helen L. B., Alma, Mich.; University of 
Michigan Medical School, Ann Arbor, 1918; spe- 
cialist certified by the American Board of Otolaryn- 
gology; died Nov. 26, aged 74, of postcerebral 
thrombosis, secondary anemia, and cerebral scle- 
rosis. 


Goforth, Clifford, Doniphan, Mo.; St. Louis Univer- 
sity School of Medicine, 1926; died Dec. 14, aged 
57, of coronary thrombosis. 


Goodman, David S. ® Chelsea, Mass.; St. Louis 
College of Physicians and Surgeons, 1923; died in 
the New England Deaconess Hospital in Boston 
Dec. 1, aged 64, of carcinoma of the lung. 


Gould, Lyman Keith ® Fort Wayne, Ind.; Rush 
Medical College, Chicago, 1913; associated with 
Parkview and St. Joseph hospitals, and the Lutheran 
Hospital, where he died Dec. 31, aged 68, of cere- 
bral thrombosis. 


Gravelle, Lawrence Joseph ® Detroit; Wayne Uni- 
versity College of Medicine, Detroit, 1938; specialist 
certified by the American Board of Surgery; fellow 
of the American College of Surgeons; served on the 
faculty of his alma mater; associated with the Grace 
Hospital, where he died Dec. 27, aged 45, of intra- 
cerebral hemorrhage. 


Guttmann, David, Miami Beach, Fla.; Friedrich— 
Wilhelms—Universitat Medizinische Fakultat, Ber- 
lin, Prussia, Germany, 1918; member of the 
American Psychiatric Association; formerly asso- 
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ciated with the Kings Park (N. Y.) State Hospital 
and the Newark (N. Y.) State School; died Nov. 18, 
aged 67. 


Hand, Emest George ® Gardnerville, Nevada; 
Baltimore Medical College, 1909; on the staffs of 
the Carson-Tahoe Hospital in Carson City and St. 
Mary's Hospital in Reno; died Dec. 27, aged 71, of 
a heart attack. 


Hanlon, Francis Woodward, Portland, Maine, Mc- 
Gill University Faculty of Medicine, Montreal, 
Que., Canada, 1931; an associate member of the 
American Medical Association; fellow of the Ameri- 
can College of Surgeons; veteran of World War II; 
on the staff of the Maine Medical Center, where he 
died Jan. 10, aged 53. 


Hart, William Lee, Brigadier General, U. S. Army, 
retired, San Antonio, Texas; born in Yorkville, S. C., 
Jan. 27, 1881; University of Maryland School of 
Medicine, Baltimore, 1906; veteran of the Spanish- 
American War; entered the medical corps of the 
U. S. Army as a first lieutenant in 1908; retired in 
1945; served as chief of the overseas division, office 
of the Surgeon General during World War I and 
commander of the 12th medical regiment in the 
Philippines; served as commander of Brooke Gen- 
eral Hospital, from December, 1937, to June, 1940, 
when it was known as Station Hospital, Fort Sam 
Houston; became surgeon and later medical direc- 
tor for the Eighth Service Command, with head- 
quarters in Dallas; awarded the founders medal by 
the Association of Military Surgeons of the United 
States in 1942; dean emeritus at the Southwestern 
Medical School in Dallas, which in June, 1946, 
awarded him the degree of doctor of humanistic 
letters; from 1928 to 1932 member of the House of 
Delegates, of the American Medical Association; 
fellow of the American College of Surgeons and the 
American College of Physicians; died in Kerrville 
Dec. 22, aged 76, of cerebral thrombosis. 


Hays, Almonta Deaver * Cherokee, Kan.; College 
of Physicians and Surgeons, Baltimore, 1901; vet- 
eran of World War I; served on the city council 
and school board; died in the Veterans Administra- 
tion Hospital, Wadsworth, Dec. 20, aged 85, of 
_ myocardial insufficiency. 


Headlee, Emory V. ® Teague, Texas; (licensed in 
Texas under the Act of 1907); died Jan. 4, aged 82, 
of heart attack. 


Hewitt, Virgil Murtus * Vona, Colo.; St. Louis 
College of Physicians and Surgeons, 1925; died 
Dec. 11, aged 80, of coronary occlusion. 

Heyse, Fred H. J., Cleveland; Hessische Ludwigs- 
Universitat Medizinische Fakultat, Giessen, Hesse, 
Germany, 1922; an officer in the German Army dur- 
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ing World War I; associated with Fairview Park 
and Lutheran hospitals; died Dec. 31, aged 62, of 
hepatic cirrhosis and uremia. 


Hurlbut, John Albert ® Madison, Wis.; Northwest- 
ern University Medical School, Chicago, 1924; 
member of the American College of Allergists and 
the American Seciety of Ophthalmologic and Oto- 
laryngologic Allergy; veteran of World War I; asso- 
ciated with Methodist Hospital; died Dec. 22, aged 
61, of cerebral hemorrhage. 


Ignelzi, Louis Gerard ® Pittsburgh; University of 
Pittsburgh School of Medicine, 1922; died in the 
Western Pennsylvania Hospital Jan. 10, aged 58. 


Jarka, Casimir Joseph ® Queens Village, N. Y.; 
Jefferson Medical College of Philadelphia, 1924; 
died in the Mary Immaculate Hospital, Jamaica, 
Dec. 27, aged 59, of diabetes mellitus and arterio- 
sclerotic heart disease. 


Johnston, Calvin Russell, Big Spring, Texas; Uni- 
versity of Tennessee College of Medicine, Memphis, 
1931; associated with the Veterans Administration 
Hospital; died in John Sealy Hospital, Galveston, 
Dec. 5, aged 51, of malignant lymphoma. 


Judd, Orange King ® Little Rock, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1905; 
died Dec. 28, aged 84, of accidental strangulation 
while repairing a garage door. 


Kaufman, David, Brooklyn; New York Homeo- 
pathic Medical College and Flower Hospital, New 
York City, 1921; died in the Mount Sinai Hospital, 
New York City, Dec. 7, aged 63, of congestive 
heart failure. 


Klein, William * New Brunswick, N. J.; Long 
Island College Hospital, Brooklyn, 1910; specialist 
certified by the American Board of Radiology; 
member of the Radiological Society of North Amer- 
ica and the American College of Radiology; asso- 
ciated with St. Peter's Hospital, where he was at 
one time chief of staff and chief radiologist for 
many years; died Dec. 6, aged 68, of sarcoma of 
the bone. 


Klima, William Winfred ® Stewart, Minn.; Univer- 
sity of Minnesota Medical School, Minneapolis, 
1917; died in the Hutchinson ( Minn.) Community 
Hospital Dec. 11, aged 73, of multiple sclerosis. 


Kriz, George Alan, Phoenix, Ariz.; University of 
Pennsylvania School of Medicine, Philadelphia, 
1928; member of the American Academy of General 
Practice; died Dec. 23, aged 54. 


Lamar, Frederick Clyde ® Kansas City, Mo.; Louis- 
ville (Ky.) Medical College, 1905; College of Physi- 
cians and Surgeons, Baltimore, 1907; veteran of 
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World War I; associated with St. Joseph, Research, 
and Menorah hospitals, and St. Luke’s Hospital, 
where he died Jan. 1, aged 74, of heart failure. 


Latham, Vida A. ® Chicago; born Feb. 4, 1866; 
Northwestern University Woman’s Medical School. 
Chicago, 1895; also a graduate in dentistry; served 
on the faculty of the University of Chicago, Rush 
Medical College, and Northwestern University; in 
1936 the Microscopical Society of Illinois recog- 
nized her work in microscopic science with a testi- 
monial dinner; in November, 1957, the Chicago 
Technical Societies Council gave her a merit award; 
the Zonta Club, a national organization of profes- 
sional women, named her “Woman of the Year in 
1957”; chairman, Section on Stomatology, Ameri- 
can Medical Association, 1904-1905; served on the 
staff of the Mary Thompson Hospital; died Jan. 17, 
aged 91, of arteriosclerotic myocarditis. 


Lee, Paul Jay ® Lucas, Ohio; University of Louis- 
ville (Ky.) School of Medicine, 1933; member of 
the American Academy of General Practice; for- 
merly member of the health department of Richland 
County; member of the Lucas Board of Public 
Affairs; past-president of the school board; on the 
staff of the Mansfield (Ohio) General Hospital; died 
Dec. 22, aged 51, of heart disease. 


Longo, Bernardino, New York City; Regia Univer- 
sita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1921; died Nov. 27, aged 60, of coronary 
arteriosclerosis. 


McBurney, Benjamin A., Los Angeles; Chicago 
Homeopathic Medical College, 1896; for many 
years practiced in Chicago; an associate member 
of the American Medical Association; fellow of the 
American College of Surgeons; died Dec. 27, aged 
84,-of coronary thrombosis and cerebral thrombosis. 


McCormick, Charles Owen ® Indianapolis; born in 
Monitor, Ind., Feb. 9, 1886; Harvard Medical 
School, Boston, 1913; specialist certified by the 
American Board of Obstetrics and Gynecology; 
professor emeritus of obstetrics at Indiana Univer- 
sity School of Medicine; member of the American 
Association of Obstetricians and Gynecologists and 
the Central Association of Obstetricians and Gyne- 
cologists; fellow of the American College of Sur- 
geons; honorary fellow of the International College 
of Anesthetists; first president of the Indianapolis 
Obstetrical and Gynecological Society; associated 
with St. Francis Hospital in Beech Grove, William 
H. Coleman Hospital for Women, Methodist Hos- 
pital, and Indianapolis General Hospital; author 
“Pathology of Labor, the Puerperium and the New- 
born”; died in the Robert W. Long Hospital Dec. 
30, aged 71. 


McGovern, John Day ® Portland, Ore.; University 
of Minnesota Medical School, Minneapolis, 1940; 
fellow of the American Society of Clinical Patholo- 


gists; veteran of World War II; associated with 
Good Samaritan and Physicians and Surgeons hos- 
pitals, and St. Vincent’s Hospital, where he died 
Jan. 6, aged 43, of acute cardiac arrest, secondary 
to edema of the lungs. 


McKinnon, Hugh Lawson ® Hattiesburg, Miss.; 
Memphis (Tenn.) Hospital Medical College, 1901, 
veteran of World War I; formerly member of the 
state board of health; served as president of the 
Forrest County Medical Society and the South 
Mississippi Medical Society; formerly superintend- 
ent of the Ellisville (Miss.) State School; for many 
years physician for the Mississippi Southern Col- 
lege; died Jan. 22, aged 79, of pneumonia. 


Maginley, Herbert Dudiey ® Big Run, Pa.; Univer- 
sity of Toronto Faculty of Medicine, Toronto, 
Ontario, Canada, 1923; Punxsutawney school physi- 
cian; served on the staffs of the Maple Avenue and 
Dubois hospitals in Dubois; died Dec. 19, aged 62, 
of coronary occlusion. 


Maloy, Wayland Hoyt ® Shenandoah, Iowa; State 
University of lowa College of Medicine, lowa City, 
1925; specialist certified by the American Board of 
Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology; past-presi- 
dent of the Page County Medical Society; on the 
staff of the Hand Memorial Hospital, where he 
died Dec. 26, aged 61, of carcinoma of the lung. 


Mandeville, Stuart Ellsworth, New York City; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1917; veteran of World War 
I; died in the Union Hospital Dec. 25, aged 63, of 
cerebral embolism, arteriosclerotic heart disease, 
and hypertension. 


Mayer, Roland George ® Aberdeen, S. D.; Rush 
Medical College, Chicago, 1916; past-president and 
vice-president and for many years secretary of the; 
South Dakota State Medical Association; served as} 
school physician and city health officer; editor of 
the South Dakota Journal of Medicine and Phar- 
macy; associated with St. Luke’s Hospital, where 
he died Jan. 8, aged 66, of coronary thrombosis and 
carcinoma of the right lung with metastasis. 


Miramon, George Charles, New Orleans; Tulane 
University School of Medicine, New Orleans, 1928; 
member of the Louisiana State Medical Society; 
during World War II an examining physician for 
the New Orleans Selective Service Board; on the 
staff of the Montelepre Memorial Hospital, where 
he died Jan. 2, aged 57, of carcinoma of the liver 
and cirrhosis. 


Neer, Edmonde De Witt ® New York City; Western 
Reserve University Medical Department, Cleve- 
land, 1907; specialist certified by the American 
Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; 
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tellow of the American College of Surgeons; con- 
sulting otolaryngologist at Presbyterian Hospital; 
veteran of World War I; died Dec. 6, aged 78, of 
chronic cardiovascular disease. 


Nickel, Frank William ® Winter Park, Fla.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1910; asso- 
ciated with the Winter Park Memorial Hospital; 
died Dec. 22, aged 74, of cerebral hemorrhage. 


Niple, Richard Arthur, Portsmouth, Ohio; Ohio 
State University College of Medicine, Columbus, 
1936; member of the Ohio State Medical Associa- 
tion; veteran of World War II; served as health 
commissioner of Belmont County; died in Univer- 
sity Hospital, Columbus, Dec. 27, aged 47, of cir- 
rhosis of the liver. 


Norvell, John Thomas Jr.* Augusta, Ga.; University 
of Georgia Medical Department, Augusta, 1931; 
died in the University Hospital Dec. 30, aged 49, 
of bronchopneumonia. 


Noyes, Ward Raymond, Brattleboro, Vt.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1896; for many years practiced in West 
Burke, where he was school director and school 
superintendent and also held the post of health 
officer; for many years a member of the Vermont 
State Board of Medical Registration; served on the 
staffs of the Brattleboro Retreat and the Brattle- 
boro Memorial Hospital, where he died Dec. 29, 
aged 87. 


O'Connor, Loren Jeremiah, Menlo Park, Calif.; St. 
Louis University School of Medicine, 1926; member 
of the American Academy of General Practice and 
the Minnesota State Medical Association; an asso- 
ciate member of the American Medical Association; 
formerly practiced in St. Paul, where he was on the 
staff of St. Joseph’s Hospital; served on the staff of 
the Palo Alto (Calif.) Hospital; died Dec. 14, aged 
55, of myocarditis. 


Olmstead, George Tracy Jr., Milledgeville, Ga.; 
Medical College of Georgia, Augusta, 1952; asso- 
ciated with Milledgeville State Hospital; died in 
St. Joseph’s Hospital in Savannah Dec. 19, aged 42. 


Roberg, Oscar Theodore ® Chicago; Rush Medical 
College, Chicago, 1899; fellow of the American Col- 
lege of Surgeons; for many years associated with 
Swedish Covenant Hospital; died in St. Petersburg, 
Fla., Jan. 16, aged 81. 


Rosenfeld, Samuel, Philadelphia; University of 


Pennsylvania Department of Medicine, Philadel- 
phia, 1907; an associate member of the American 
Medical Association; died in the Einstein Hospital, 
Southern Branch, Nov. 26, aged 71, of a heart 
attack. 
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Russell, Samuel Joseph * Kenilworth, IIl.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; served 
on the staff of Jackson Park Hospital; died in 
Hemet, Calif., Jan. 17, aged 87, of congestive heart 
failure and uremia. 


Russo, Joseph Daniel ® New Haven, Conn.; Yale 
University School of Medicine, New Haven, 1916; 
fellow of the American College of Surgeons and the 
International College of Surgeons, of which he was 
vice-regent; veteran of World War I; associated 
with the Hospital of St. Raphael, where he died 
Dec. 26, aged 64, of coronary occlusion. 


Seely, Roy Brown * Trenton, N. J.; Jefferson Medi- 
cal College of Philadelphia, 1914; past-president of 
the Mercer County Medical Society; chief of 
ophthalmology, St. Francis Hospital, where he 
died Jan. 2, aged 68, of hypertensive cardiovascular 
disease and gastrointestinal hemorrhage. 


Seligmann, Wolfgang ® New York City; Universitat 
Basel Medizinische Fakultaét, Switzerland, 1935; 
associated with the Hospital for Joint Diseases; 
died Dec. 22, aged 49, of injuries received in an 
automobile accident. 


Shallenberger, John Franklin, Chicago; Chicago 
College of Medicine and Surgery, 1907; died in the 
Michael Reese Hospital Jan. 5, aged 78. 


Shanks, Edgar DeWitt Jr. ® Atlanta, Ga.; University 
of Georgia School of Medicine, Augusta, 1946; 
served as a captain in the medical corps of the U. S. 
Army, Far East Command in Japan; associated 
with Georgia Baptist, Crawford W. Long and Pied- 
mont hospitals, and St. Joseph’s Infirmary; died 
Jan. 2, aged 37, of a heart attack. 

Shonkwiler, Francis Marion ® Emporia, Kan.; 
Louisville (Ky.) Medical College, 1898; associated 
with the St. Mary’s Hospital and Newman Memo- 
rial County Hospital, where he died Nov. 24, aged 
83, of diabetic and arteriosclerotic cardiovascular 
disease. 


Singleton, Dennis Edward, Marion, Ind.; Hospital 
College of Medicine, Louisville, 1905; specialist 
certified by the American Board of Psychiatry and 
Neurology; service member of the American Medi- 
cal Association; member of the American Psychi- 
atric Association; served as chief psychiatrist for 
the U. S. Public Health Service at the penitentiary 
at Leavenworth, Kan.; veteran of World War I; 
associated with the Veterans Administration Hos- 
pital, where he died Jan. 11, aged 75, of broncho- 
pneumonia. 


Studybaker, Samuel Philip ® Columbus, Ohio; 
Hahnemann Medical College and Hospital of Phila- 
delphia, 1947; junior assistant resident, in anes- 
thesia, Ohio State University Hospital; formerly an 
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officer in the U. S. Air Force; member of the Ameri- 
can Academy of General Practice; died Dec. 20, 
aged 35, of injuries received in an automobile 
accident. 


Swartzwelder, Albert Lawrence, Marietta, Ohio; 
Eclectic Medical Institute, Cincinnati, 1902; died 
Dec. 2, aged 79. 


Todd, David Clay ® St. Louis; St. Louis University 
School of Medicine, 1902; past-president of the 
board of education; on the staff of the Missouri 
Baptist Hospital, where he died Jan. 3, aged 81, of 
acute myocardial infarction. 


Tomlinson, Herbert Ellsworth ® Colonel, U. S. 
Army, retired, Port Angeles, Wash.; University of 
Vermont College of Medicine, Burlington, 1925; 
member of the American Academy of General 
Practice; entered the U. S. Army in 1926; veteran 
of World War II; retired Feb. 28, 1946; later ap- 
pointed industrial consultant for the industrial and 
adult hygiene section of the Washington State 
Department of Health; on the staff of the Olympic 
Memorial Hospital; died Dec. 4, aged 59, of dia- 
betes mellitus. 


Van Zant, Charles Burton ® Denver; Miami Medical 
College, Cincinnati, 1884; professor emeritus of 
physiology at the University of Colorado School of 
Medicine; died Dec. 24, aged 96, of cerebral throm- 
bosis. 


Vitullo, John Marinelli, Chicago; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1910; for many years 
assistant city physician; died Jan. 10, aged 72, of 
coronary occlusion. 


Vogel, Esther Elizabeth ® Glendale, Calif.; College 
of Medical Evangelists, Loma Linda and Los An- 
geles, 1939; member of the American Academy of 
General Practice; died Dec. 13, aged 44. 


Walton, George F., Orlando, Fla.; Physio-Medical 
College of Indiana, Indianapolis, 1901; formerly 
practiced in Dublin, Ind.; died in the Orange Me- 
morial Hospital Nov. 27, aged 84, of exsanguination 
and bleeding gastric ulcer. 


Wentz, Herbert Bertram, Seattle; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1905; veteran of World 
War I; formerly on the faculty of his alma mater; 
at one time surgeon at the State Prison in Waupun, 
Wis.; died in the Veterans Administration Hospital 
Dec. 10, aged 88, of pneumonia. 


Werner, Jerome Jack ® Milwaukee; Marquette Uni- 
versity School of Medicine, Milwaukee, 1939; mem- 
ber of the American Academy of General Practice; 
veteran of World War II; associated with Deaconess 
and Doctors’ hospitals, and Mount Sinai Hospital, 
where he died Jan. 2, aged 44, of cardiac failure. 
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Williams, Byron Edward ® Oklahoma City, Okla.; 
University of Kansas School of Medicine, Kansas 
City, Kan., 1934; member of the American Society 
of Anesthesiologists and the American Academy of 
General Practice; associated with Wesley and St. 
Anthony hospitals, and the Mercy Hospital, where 
he died Dec. 24, aged 51, of heart disease. 


Williams, Percival Algernon * Hempstead, N. Y.; 
University of Toronto Faculty of Medicine, Toronto, 
Ontario, Canada, 1916; specialist certified by the 
American Board of Radiology; member of the 
Radiological Society of North America and the 
American College of Radiology; associated with 
the Meadowbrook Hospital in Hempstead and the 
Community Hospital in Glen Cove; died Jan. 10. 
aged 65, of coronary thrombosis. 


Willson, Canby Lee ® Anderson, Ind.; Emory Uni- 
versity School of Medicine, Atlanta, 1926; surgeon 
for the Pennsylvania Railroad; associated with St. 
John’s Hospital, where he died Dec. 25. aged 57, 
of coronary thrombosis. 


Winkle, Vernon Melvin * Topeka, Kan.; born in 
Beatrice, Neb., Nov. 18, 1901; University of Ne- 
braska College of Medicine, Omaha, 1929; special- 
ist certified by the American Board of Preventive 
Medicine; member and past-president of the Kansas 
Public Health Association; served as director of the 
district health unit at Gering, Neb., and epidemi- 
ologist and assistant health officer of the health 
department of the Topeka-Shawnee Health De- 
partment; director of local health services and 
assistant state health officer, Kansas State Board of 
Health; fellow of the American Public Health Asso- 
ciation; died Dec. 31, aged 56, of cerebral hemor- 
rhage and hypertension. 


Wormington, Frank L. ® Miami, Okla.; University 
Medical College of Kansas City, Mo., 1900; also a 
pharmacist; died in Miami Baptist Hospital Dec. 
24, aged 82. 


Young, Ernest Thomas ® Millinocket, Maine; Tufts 
College Medical School, Boston, 1921; member of 
the Industrial Medical Association; served as health 
officer; associated with Eastern Maine General Hos- 
pital in Bangor and the Millinocket Community 
Hospital; died Dec. 23, aged 65, of congestive 
heart failure. 


Young, Henry McGill * New Britain, Conn.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1943; specialist certified by 
the American Board of Surgery; fellow of the Amer- 
ican College of Surgeons; certified by the National 
Board of Medical Examiners; on the staff of the 
New Britain General Hospital; died in the New 
England Deaconess Hospital in Boston Dec. 31, 
aged 39, of intestinal obstruction and malignant 
teratoma. 
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Influence of ACTH on Erythropoiesis.—At the third 
International Symposium on Radioactive Isotopes 
in Medicine at Bad-Gastein in January, M. Austoni 
and co-workers of Padua stated that previous stud- 
ies with Fe in the rat have shown that hypo- 
physectomy produces a marked decrease of labeled 
hemoglobin production and that small doses of 
ACTH are effective in correcting this defect. Since 
it has been claimed by some American authors that 
this action is not due to ACTH but to the so-called 
erythropoietic factor of Evans which can be ex- 
tracted, together with corticotropin, from sheep 
pituitaries and which should be present as an im- 
purity in the usual ACTH preparations, the action 
of an extract prepared following the procedure 
briefly outlined by the Berkeley investigators was 
compared with that of a common swine prepara- 
tion of ACTH (1 I. U. per milligram) in hypophy- 
sectomized rats. The sheep extract at a parity of 
corticotropic action failed to show a more pro- 
nounced hemoglobinopoietic action. On the con- 
trary, if anything, it was less active than the swine 
ACTH. 

Being unable to obtain the original extracts, the 
action of a raw ACTH preparation from swine 
(containing 2 I. U. per milligram) was compared 
to that of a highly purified extract (about 40 I. U. 
per milligram) in normal and hypophysectomized 
rats in order to solve the question about the pres- 
ence of the erythropoietic factor in the ACTH ex- 
traction impurities. The raw extract, however, 
tailed to show a more marked action on hemoglobin 
production. On the contrary, the purer ACTH was 
the more active. In the normal rats this effect was 
evident and statistically significant. In the hypo- 
physectomized rats, where both preparations re- 
paired the defect of radioiron utilization in hemo- 
globin production, the purer ACTH had a quicker 
action. It appears then that the erythropoietic 
action of the ACTH extracts is not due to impuri- 
ties, but to the corticotropin itself. 


Skeletal Metabolism.—At the same meeting G. 
Bauer of Malmé said that the results of tracer 
studies in animals and in man using radioactive 
isotopes of “bone-seeking” elements suggested that 
from a kinetic standpoint the skeletal calcium ex- 
ists in two fractions. One comparatively small 
fraction is in equilibrium with body fluid calcium, 
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while the major fraction is not. When radioactive 
calcium was introduced in the blood stream, it was 
picked up by the skeleton as a result of rapid 
equilibration of the exchangeable calcium fraction 
with calcium of the body fluids, and incorporated 
into the nonexchangeable skeletal calcium coinci- 
dent with accretion (formation) of new bone. After 
the isotope concentration in the body fluids has 
reached a transient equilibrium with that in the 
skeletal exchangeable calcium, the fall in the blood 
calcium level is determined by the rate of excretion 
of the isotope and by the rate of incorporation of 
the isotope into the nonexchangeable bone salt. 

Provided the isotope incorporated into the non- 
exchangeable skeletal calcium does not reenter the 
blood stream during the experimental period, it is 
possible to determine the magnitude of the ex- 
changeable body calcium pool (E) and the rate at 
which calcium is removed from the blood due to 
accretion of bone salt (A). The quantities E and A 
were determined in a series of patients ranging 
from normal to those with various pathological 
skeletal conditions, and it was found that these 
quantities were higher than normal in hyperpara- 
thyroidism, osteitis deformans, and hyperthyroid- 
ism, and lower than normal in hypothyroidism and 
rickets. Such techniques should be of diagnostic 
value in such conditions as osteoporosis. 


Radioactive Colloidal Gold.—At the same meeting 
J. Becker and M. T. Fliedner of Heidelberg said 
that when radioactive colloidal gold was used for 
the interstitial and intracavitary therapy of tumors 
and malignant effusions, part of the radiogold en- 
tered the circulation and was picked up by the 
reticuloendothelial system. When the gold was 
given intravenously, most of it accumulated in the 
liver and spleen and a smaller fraction in the bone 
marrow where it might produce definite disturb- 
ances of blood cell formation. Hematological 
follow-up of patients who received radiogold in- 
travenously, endobronchially, interpleurally, or in- 
traperitoneally showed differences in the sensitivity 
of blood cell formation which, to some extent, de- 
pended on the route of application, the dosage, 
and the specific activity of the colloid. Whereas 
during the first month after a single interstitial or 
intracavitary administration no significant disturb- 
ance of blood cell formation could be demoii- 
strated, the intravenous use entailed a definite risk 
of bone marrow damage. A careful hematological 
control is necessary if more than one radiogold 
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treatment is given since an already damaged bone 
marrow is particularly sensitive to a new radiation 
insult. 


Respiration in Cultures of Fibroblasts and HeLa 
Tumor Cells.—At the same meeting E. Broda and 
co-workers of Vienna said that according to O. War- 
burg cancer cells derive most of their energy from 
glycolysis rather than from respiration. As the mass 
of tissue in culture is always small, a detailed 
knowledge of its metabolism can be obtained only 
with isotopes. In their experiments roller cultures 
were incubated with a radioactive substrate, usual- 
ly labeled glucose. Subsequently, the radiocarbon 
contained in the various metabolites was deter- 
mined with the Geiger counter. The ratio of radio- 
carbon glycolyzed and respired (q-value) depended 
largely on the conditions of the experiment. In 
particular suboptimal conditions tended to increase 
q. On the other hand, an abundance of nutrient 
glucose also induced a rise of q. Therefore, for the 
comparison of different kinds of tissue, conditions 
had to be standardized. According to the results 
obtained so far, glycolysis and respiration play 
qualitatively different roles in healthy (fibroblast) 
tissue and in tumor (HeLa) tissue. Respiration may 
be suppressed in tumor but not in normal tissue 
without death of the tissue; and normal tissue, in 
contrast to tumor tissue, can pass almost completely 
from glycolysis to respiration, i. e., utilize the nu- 
trient optimally, when kept on a starvation diet. 


Tissue Distributions of Radioactive Colloids.—At 
the same meeting G. B. Cook and co-workers of 
Harwell, England, reported that they had ex- 
amined the distribution of colloidal radiogold and 
of radioactive yttrium silicate, hitherto unknown, 
and yttrium chloride, which behaves as a colloid 
in the body. The sols were injected intraperitoneal- 
ly into adult female mice (strain C 57), with four to 
six animals per sol. After three days the animals 
were killed and the tissues assayed for radioactiv- 
ity. Only 1 or 2% of the injected material leaked 
from the peritoneal cavity, but the radioactivity 
within the cavity varied greatly. Thus, about 48% 
of the total radiogold injected was found in the 
liver and 2% in the spleen, whereas only about 7% 
of the total yttrium silicate was present in the liver 
and 2% in the spleen. The distribution of yttrium 
chloride was similar to that of yttrium silicate. In 
all of these experiments little excretion of radio- 
active ions occurred. Whole-body autoradiographs 
showed that the radioactivity was evenly dis- 
tributed throughout the peritoneal cavity, while 
liver autoradiographs demonstrated that surface 
deposition accounted for much of the Y*° in the 
liver. These results show that injection of yttrium 
sols gives greater localization of radioactivity with- 
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in the peritoneal cavity than gold sols, and that 
localization of colloids after intraperitoneal injec- 
tion is not related in a simple manner to either 
particle size or to stability in vitro. 


Hypothalamic Control of Thyroxin Secretion.—At 
the same meeting P. Bottari and L. Martini of 
Milan reported that evidence pointed to humoral 
rather than nervous hypothalamohypophysial path- 
ways. Many anatomic and physiological observa- 
tions support the view that the antidiuretic (ADH) 
and the oxytocic hormones present in the hypo- 
thalamic neurosecretory substance may be the un- 
identified neurohumoral agents that regulate the 
secretion of ACTH. It has been shown that ADH 
induces a significant increase in uptake of I'*’ by 
the thyroid in normal but not in hypophysectom- 
ized rats. Samples of ADH inactived with sodium 
thioglycollate were always ineffective. This sug- 
gests that the effect observed was really due to the 
ADH molecule. ADH given intravenously to nor- 
mal rabbits produced a significant increase in 
thyroid-stimulating hormone (TSH) blood levels. 
These results suggest that ADH may stimulate the 
release of TSH from the anterior pituitary. It is 
then likely that the ADH may participate with the 
humoral mechanism involved in the hypothalamic 
control of TSH secretion. This might explain why 
labeled thyroid hormones accumulate more in the 
neurohypophysis than in the anterior lobe. 


Experience with Yttrium-90 Hypophysectomy.—At 
the same meeting P. V. Harper and co-workers of 
Chicago stated that in the past four years at the 
University of Chicago 80 hypophysectomies were 
performed for metastatic malignant disease, mostly 
carcinoma of the breast. Ten of these were by di- 
rect excision. Autopsy specimens from these pa- 
tients revealed significant amounts of pituitary 
tissue left behind. Hoping to achieve a more com- 
plete destruction, yttrium-90 pellets were implanted 
in the hypophysis in 46 patients, using a trans- 
cranial approach-similar to that of surgical hypo- 
physectomy. These pellets were ceramic yttrium 
oxide weighing 2 to 4 mg. and having a radioac- 
tivity of 0.3 to 1.0 me. per pellet. Each pellet pro- 
duced a spherical zone of necrosis in the surround- 
ing tissue 6 to 8 mm. in diameter. From 4 to 12 
pellets were used in attempts to destroy the hy- 
pophysis without achieving complete destruction 
in any case, but the patients uniformly developed 
hypopituitarism and required cortisone and thyroid 
extract. 

In 26 patients similar pellets were implanted us- 
ing the transsphenoidal approach under fluoro- 
scopic control with the image amplifier. From 8 to 
10 pellets were placed in each patient, with con- 
spicuously better distribution, and achieved prac- 
tically complete destruction of the hypophysis in 
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the material available for the examination. The 
procedure, carried out under local anesthesia, re- 
sulted in very little morbidity, no deaths, and no 
higher incidence of complications (cerebrospinal 
rhinorrhea or extraocular palsy) than did the trans- 
cranial procedure. The results in the whole series 
were disappointing as far as response of the tumor 
growth was concerned. A few patients had spec- 
tacular improvements but most had none. 


Liver Function Tests.—At the same meeting R. 
Hofer and H. Vetter of Vienna stated that the 
clearance of colloidal Au'** could be taken as an 
index for the plasma flow through the liver. It could 
be further demonstrated that the simultaneous esti- 
mation of the plasma clearance of Au'*” and brom- 
sulfalein (BSP) leads to the calculation of a BSP- 
extraction factor that indicates how large a fraction 
of BSP which is actually passing through the liver 
is removed. This is of some clinical importance 
since the BSP-clearance might be diminished (and 
the BSP-retention increased) solely because of a 
decrease in hepatic blood flow while the ability of 
the liver parenchyma to remove BSP remains un- 
impaired. Particularly in patients with hepatic cir- 
rhosis there was a typical pattern. 

Despite a definite decrease of the liver plasma 
flow the extraction factor remained within the nor- 
mal range (greater than 40%) until ascites de- 
veloped as a sign of liver failure. Therapy with 
raw liver extracts did not influence the progressive 
decrease of hepatic blood flow, but in most patients 
an improvement of BSP-extraction was observed. 
In patients with cardiac failure the extraction factor 
was almost always greatly increased. After ade- 
quate therapy the extraction factor usually re- 
turned to normal. Interpretation of these findings 
was, however, difficult since mixing of the injected 
material within the circulation might be delayed 
in such patients. Studies on the influence of mixing 
showed that different clearance values were ob- 
tained if the counter was placed against the legs or 
the head. This difference was increased with 
changes from the recumbent to the upright po- 
sition. 


Radiation-Induced Inhibition of Desoxyribonucleic 
Acid.—At the same meeting H. A. Kiinkel of Ham- 
burg reported that the inhibition of the incorpora- 
tion of P®” into desoxyribonucleic acid by ionizing 
radiation provided a sensitive test for the extent of 
radiation damage caused. This inhibition was the 
earliest demonstrable biochemical reaction after 
irradiation. It was therefore of interest to see 
whether even such an early reaction could be in- 
fluenced by a sulfhydro-amino acid such as cysteine. 
Experiments were performed using the intestine of 
whole-body irradiated rats, and a definite protec- 
tion by this sulfhydryl compound was observed. 
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This test was also used to obtain some informa- 
tion on the time relation of the radiation damage 
in a situation of greatly reduced metabolism. In 
hibernating animals the damage due to lethal doses 
of whole body irradiation remained latent while 
the animals were hibernating. Only after the end 
of the hibernation did the typical radiation syn- 
drome set in and the animals died as if the irradia- 
tion had occurred at the time of awakening. Ex- 
periments using the cell nuclei of the intestinal 
epithelium of hibernating animals showed that the 
rate of incorporation of P“* was inhibited in the 
nonirradiated animal during hibernation, but that 
the radiation damage in hibernating animals be- 
came apparent from a 50% inhibition of the P” 
incorporation into desoxyribonucleic acid, although 
the animals continued their sleep apparently un- 
disturbed by irradiation effects. 


Proton Hypophysectomy.—At the same meeting 
J. H. Lawrence and co-workers of Berkeley, Calif., 
stated that hypophvsectomy has affected remission 
in advanced mammary cancers of the hormone- 
dependent types. Attempts have also been made 
to destroy pituitary tissue by implanting radioactive 
substances within the sella turcica. Roentgen irradi- 
tion has been unsuccessful because of the impossi- 
bility of delivering sufficiently large doses of radia- 
tion to the pituitary without damaging the brain 
or other overlying tissues. The 340-mev proton 
beam from the 184-in. cyclotron at the University 
of California was used for hypophysectomy in pa- 
tients with advanced metastatic mammary car- 
cinoma. High energy proton, deuteron, and alpha- 
particle beams have a great advantage over other 
radiations in producing localized irradiation deep 
in tissue. When focused, the particles travel in a 
straight line in tissue. As compared with electrons, 
they show very little scatter. In small animals, 
sharply demarcated cylindrical lesions 1 mm. in 
diameter are easily produced. The maximum energy 
is delivered at a distance from the source, and this 
effect can be used to achieve a high depth-dose to 
skin-dose ratio. 

The effects of amount and rate of dose on phys- 
iological and tissue changes after pituitary irradia- 
tion were studied in the rat, dog, and monkey. 
Target organ effects followed a definite pattern. 
Thyroid function decreased first. Effects on growth 
and adrenal function followed. Regression of the 
six glands was usually last. Histologically, the acid- 
ophils regressed first, the basophils second, and the 
chromophobes last. Patients were selected on the 
basis of evidence of progressive metastatic cancer 
of the breast which was no longer responding to 
conventional surgical and radiologic treatment. 
The previous response to any palliative procedure 
such as oophorectomy, adrenalectomy, or endocrine 
therapy was evaluated. A multiple-plane rotational 
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technique was used for irradiating the patients. 
The proton beam was directed to pass through the 
pituitary, and alignment was checked by means of 
horizontal and vertical roentgenograms before 
treatment was begun. During irradiation, the head 
of the patient was immobilized by means of a rigid 
plastic mask. The patients treated thus far have 
received fractionated doses totalling 14,000 to 30,- 
000 rads over a period of weeks. The patients were 
hospitalized during the treatment period and re- 
turned at three-to-four-month intervals for follow- 
up studies. The most valuable criteria for assessing 
changes in pituitary function after irradiation were 
decreases in the I'*' uptake by the thyroid gland 
and the 24-hour urinary pituitary gonadotropin 
excretion. Autopsy specimens showed gross and 
microscopic evidence of extensive pituitary destruc- 
tion in patients treated at the higher dose levels 
(26,000 to 30,000 rads). The results indicated that 
proton hypophysectomy could be achieved when 
the higher doses were given. 


Irradiation of Brain Tumors.—At the same meeting 
F. Mundinger of Freiburg-in-Breisgau said that 
various radioisotopes (Au‘**, and Co*’) 
were used for the local irradiation of brain tumors, 
the choice depending on the type, size, and location 
of the tumor. The application of the radioisotope 
was performed mostly after the operation to protect 
the operating team against irradiation. In patients 
with tumors in the region of the dominant motor- 
center or speech-center as well as those of the 
posterior cranial fossa, the isotope was applied 
during the operation to guarantee a uniform dis- 
tribution of the dose. Radiotantalum (Ta‘’) is espe- 
cially suitable for prolonged irradiation because of 
its long half-life and because it is well tolerated by 
the tissue. 

For intraoperational application, pieces of tan- 
talum wire (3 to 5 mm. long, and 0.5 to 1.0 mm. in 
diameter) were placed in the tissue with a special 
applicator. The initial dose was between 8 and 9 r 
per hour so that the accumulated dose was about 
35,000 r. The total radioactivity was only 1.5 to 
4.5 me., depending on the size of the tumor. The 
method has the advantages that: (1) any type of 
brain tumor in any location can be treated success- 
fully by interstitial application of Ta’*’, (2) the 
tantalum is applied during the operation under 
visual control, (3) the small initial dose reduces the 
radiation hazards for the operating team to a mini- 
mum, and (4) the patient is hospitalized for a much 
shorter time because time-consuming x-irradiation 
can be omitted. The results in 21 patients were en- 
couraging, although the time of observation was 
short. 


Hepatic Blood Flow in Man.—At the same meeting 
G. L. Nardi and H. M. Palazzi of Boston stated that 
over 300 determinations of hepatic blood flow were 
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made in 100 hospitalized patients using colloidal 
chromic phosphate tagged with P “’. The method is 
simple, harmless, and reproducible. The observed 
values correlated closely with those found by 
investigators using other techniques. Combining 
the colloid with a radiopaque dye at the time of 
splenoportography in portal hypertension has per- 
mitted a correlation of the observed collateral 
blood flow and extraction efficiency of the colloid. 
Patients with large varixes showed curves identical 
with those obtained by peripheral injection. In the 
absence of collateral vessels, extraction was com- 
plete and little peripheral radioactivity was found. 

In hepatic resection the measured reduction of 
blood flow was proportional to the mechanical 
occlusion of inflow. Postural changes from the re- 
cumbent to the upright position resulted in a slight 
reduction of flow. Hypothermia resulted in a 
marked reduction of flow. Patients undergoing 
portocaval shunts were evaluated before and after 
operation. There was generally a definite reduction 
in hepatic flow. Patients with the greatest reduc- 
tion of flow developed hepatic coma. Measurement 
of flow before and after tamponade or ligation of 
esophageal varixes permitted an estimate of the 
blood flow through the varixes. This was 300 to 400 
cc. per minute. 

A. G. Riddell of Manchester stated that 93% of 
the intravenous dose of colloidal radiogold (Au'**) 
was taken up by the liver in rats. In normal human 
volunteers after intravenous injection of 10 uc of 
radiogold, hemal radioactivity, thigh radioactivity, 
and liver uptake curves were determined. Compari- 
son of the various curves showed that the disap- 
pearance from the blood was complementary to the 
uptake in the liver. Determination of the liver 
uptake curve may be used to measure liver blood 
flow in man. 


Muscular Circulation.—At the same meeting H. W. 
Pabst of Munich reported that he determined the 
tissue clearance of I'*’ after intramuscular injec- 
tion. Repeated clearances showed a standard varia- 
tion of + 2.67%. Results of clearance tests in rabbits 
were normally distributed only after levarterenol 
was added to the injections. A similar reduction in 
the degree of variation was observed during the 
reactive hyperemia after arterial occlusion. Thus, 
the clearance test during reactive hyperemia was 
of greater diagnostic significance than the clearance 
test from the resting muscle. Similar observations 
were made during the hyperemia of exercise. After 
exercise the tissue clearance usually returned rapid- 
ly to its normal value, whereas in vascular disease it 
lasted much longer. The hyperemia after exercise 
was much greater than that which could be in- 
duced by any drug. The increased blood flow dur- 
ing the hyperemia of exercise was a result of an 
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increased blood supply to the limb rather than of 
a reduction of the blood flow through skin or an- 
tagonistic muscles of the same limb. 


Plasma Albumin Turnover.—At the same meeting 
J. D. Pearson and co-workers of Vienna reported 
that by using the “equilibrium time” method for 
determining the size of the total pool of human 
serum albumin and the plasma clearance method 
for measuring the rate of its metabolic degrada- 
tion it was possible to obtain data relating to 
plasma protein metabolism in only a few days in- 
stead of the several weeks required hitherto. This 
makes clinical measurements much easier since the 
difficulties of long-term quantitative urine collec- 
tion are reduced, the calculation of the turnover 
rate is less open to subjective errors, and it is more 
likely that the patient is in a stable state during 
the period of observation. The method used for 
graphic representation of the data makes it more 
readily apparent if  intravascular-extravascular 
shifts of protein occur suddenly. Finally, it is pos- 
sible to reduce the radiation dose, and fewer blood 
samples are required. Results obtained with I ‘*’- 
labeled albumin in various clinical conditions 
agreed with those reported by other workers, indi- 
cating that the method of calculation is valid and 
that the simple technique used for the preparation 
of the radioactive protein yields a product that is 
satisfactory for metabolic studies. 


CANADA 


Unorthodox Practitioners.—A woman in British Co- 
lumbia was treated by a naturopath, with such 
rigid restrictions on her caloric intake that she had 
to be admitted to hospital. She was moribund on 
admission and soon died. Since naturopaths are not 
allowed hospital beds, she ended her days in the 
hands of an orthodox practitioner. The inquest and 
subsequent discussion did not, as might have been 
expected, produce condemnation of naturopathy, 
but instead produced the suggestion that naturo- 
paths ought to have hospital beds because, if such 
had been the case, the patient would not have died. 
At about the same time a six-member committee 
(the head of the Department of Public Health of 
the University of British Columbia, two other phy- 
sicians, a librarian, a jurist, and a mathematician ) 
investigated the Hoxsey Cancer Clinic. The com- 
mittee were well received, and made a follow-up 
check on 78 patients who had visited the Clinic. Of 
these, 32 had died, 9 others were dying or had 
signs of progressive cancer, and | had no cancer. 
The report stated that treatment used by the Hox- 
sey Clinic was valueless and that there was danger 
in the treatment, because of the delay caused to 
patients who might otherwise have had a reason- 
able opportunity of being cured by surgery and 
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radiation. This investigation cost a large sum of 
money, and only repeated work that has been done 
in the United States by the American Medical As- 
sociation and others. As might be expected, it has 
not satisfied those who demanded it, including cer- 
tain politicians who were convinced of the merits 
of the Hoxsey method. 


Canadian Labor and Health Insurance.—Dr. Eugene 
Forsey (Canad. Doctor) presented the views of or- 
ganized labor on health insurance. The 4 million 
members of labor organizations want health insur- 
ance and are prepared to pay for it. Forsey does 
not believe that the existing voluntary plans fill the 
bill, because their coverage of the population and 
their rate of growth is too limited. Furthermore, in- 
surance plans cannot cover the bad risks and the 
elderly at a price the latter can afford to pay. The 
plans do not include preventive services and do not 
even guarantee medical care. What labor wants is 
a comprehensive national health insurance system, 
and nothing else, with a national minimum stand- 
ard of service and no overemphasis on hospital 
care. Forsey says, “We are neither for nor against 
state action as such. We want to preserve, and in- 
deed increase, personal freedom. But we are not 
afraid of asking our governments which we choose 
and can control to provide for us services which no 
one else can.” The technical aspects of health insur- 
ance must be controlled by the profession, but 
there should be some means of preventing profes- 
sional obscurantism. Physicians should be amply 
rewarded for their skill and devotion, but no group 
of people can safely be trusted with absolute power 
to say what they should be paid. The consumers 
must have an adequate voice in such decisions. 


Typhoid Among Immigrants.—_In the Canadian 
Journal of Public Health for December, Larsen re- 
ported an epidemic of typhoid among some immi- 
grants who arrived from Mexico via the United 
States. Several years ago a group of Mennonites left 
Saskatchewan and moved to Mexico, but recently 
Mexican tax laws caused them to seek reentry into 
Canada. A small epidemic of typhoid occurred in 
two of these families. This is a hazard that may 
continue, since the Mennonites are trickling back 
into Canada and more than one may be a carrier of 
typhoid. Among the Mennonites in Mexico, typhoid 
is taken as a matter of course, and no particular 
efforts are made to prevent it or treat it. Those who 
succumb are considered weak and unfit, and isola- 
tion and quarantine of contacts are *incomprehen- 
sible concepts. 


Immunity in the Eskimo.—There are about 9,000 
Canadian Eskimos, and attempts have been made 
in recent years to carry on an active immunization 
program among them. Because geographical diffi- 
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culties have prevented the complete success of this 
program, blood samples from over 1,000 Eskimos 
were studied. These showed that those living near 
larger settlements were on the whole well immu- 
nized, whereas those living in less accessible areas 
were not. Diphtheria antitoxin levels were gener- 
ally high, and 26% of the sample showed measur- 
able tetanus antitoxin. The immunity level to 
whooping cough was low, but the disease is not of 
much concern in the population studied. The inci- 
dence of O and H agglutinins to Salmonella typhi 
and paratyphi proved surprisingly low in view of 
the primitive sanitary and living conditions. Bru- 
cella abortus infection was not a significant prob- 
lem, but the incidence of agglutinins to Pasteurella 
tularensis suggested that tularemia is endemic in 
some districts. Syphilis was not prevalent. 


Elderly Persons in the Mental Hospital.—Canada 
has an increasingly great problem in dealing with 
the disabled elderly persons. As in other countries, 
the tendency is to admit elderly persons suffering 
from confusional states to mental hospitals, perhaps 
with inadequate previous investigation and treat- 
ment. Horbaczewski (Canad. M. A. J. 78:22, 1958) 
stated that admission of such patients to a mental 
hospital is often a matter of expediency rather than 
necessity and cited a number of cases in which pa- 
tients over 60 years of age admitted to his mental 
hospital were suffering from clinical conditions 
without psychosis. Thus in a series of 183 patients 
10 were really suffering from uremia, 25 from cere- 
brovascular accidents, 10 from congestive heart fail- 
ure, and 9 from diabetic acidosis. Only 98 had a 
definite psychosis. Some of the others simply re- 
quired tedious nursing for physical incapacity or 
terminal care for cancer, and some had mild con- 
fusion or amnesia. The present practice of sending 
such patients to mental hospitals does poor service 
to the community, since it conceals the necessity for 
a better solution of geriatric problems, invalidates 
the statistics for mental patients, and consumes the 
limited resources and energy of mental hospitals, 
which should be entirely devoted to the treatment 
of the mentally. ill. 


Lung Abscess.—Key and Richmond (Canad. J. 
Surg. 1:79 [Jan.] 1958) analyzed a series of 135 
patients with lung abscess treated in the Toronto 
General Hospital between 1943 and 1954 and com- 
pared their analysis with two similar series for the 
years 1926 to 1936 and 1933 to 1940. They found 
that lung abscess resulted from bronchial] aspiration 
in 38% of the patients, from pneumonia in 22%, 
from embolism in 4%, and from indeterminate 
cause in 36%. The incidence of lung abscess has 
diminished by one-third since the beginning of the 
antibiotic era. Two-thirds of the patients were male. 
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The upper lobes of both lungs were more frequent- 
ly affected than the lower lobes. The symptoms 
consisted mainly of general malaise, thoracic pain, 
slight purulent expectoration, and hemoptysis in 50% 
of the patients. Radiology played a dominant role 
in diagnosis. Primary treatment was medical with 
postural drainage and antibiotics, but with close 
collaboration between the physician and the sur- 
geon. Rib resection and drainage gave poorer re- 
sults than pulmonary resection (49% cures with a 
mortality of 22%, as against 81% and 14% respec- 
tively for resection). This study indicated that the 
treatment of lung abscess has greatly improved in 
the past 28 years; the cure rate has doubled, and 
the death rate has been cut in half. The results are 
even better if the last six years are considered sepa- 
rately. Meanwhile the disease has altered greatly 
as regards severity of symptoms and acuteness of 
onset, mainly because of antibiotics. A policy of 
initial medical treatment should continue, but it 
should be considered to have failed if the lung 
abscess ceases to show continued radiologic and 
clinical improvement over the course of two or 
three weeks. 


Scalene Biopsy.—Two independent series of cases 
of scalene biopsy are discussed in the Canadian 
Journal of Surgery (1:87, 94, 1958). Forty-five cases 
were reported from Quebec City and 82 from To- 
ronto. In both reports, the author stressed the im- 
portance of determining operability of lung tumors 
by some method less radical than thoracotomy. Al- 
though in 67% of the patients a neoplastic lung 
lesion proved to be operable, in the patients with 
inoperable cases there is a morbidity rate of 19% 
and a mortality rate of 14% associated with thora- 
cotomy. Gravel of Quebec suggested that scalene 
biopsy should include at least 10 to 15 lymph nodes 
and that a pathologist be asked to count the lat- 
ter and discard specimens with less. In his series 
17 patients gave positive pathological findings. In 
those with bronchogenic carcinoma, biopsy was not 
a diagnostic aid but was used only to indicate ex- 
tension to scalene lymph nodes. In both series, the 
positive biopsy rate in patients with sarcoid was 
high. Delarue of Toronto divided his patients into 
31 in whom biopsy was undertaken in proved cases 
of bronchogenic carcinoma, with eight positive 
biopsies and four in which biopsy spared the pa- 
tient a useless thoracotomy; 27 patients in whom the 
clinical diagnosis of bronchogenic carcinoma had 
not been otherwise established and in whom six 
positive biopsies were obtained; and 24 in whom 
there was an obscure pulmonary infiltration and 
fibrosis or a mediastinal adenopathy. In the last 
group, a positive diagnosis was obtained in 16 of 
the patients. The positive findings were of sarcoid 
or silicosis. 
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Cat and Mouse Test for Tranquilizers.—Some 
Montreal research workers describe a cat and 
mouse test for testing tranquilizing drugs (Canad. 
J. Biochem. 35:1151, 1957) that they claim to be 
simple and effective. The first step is to condition 
an adult cat against mice by giving it an electric 
shock every time it touches the mouse. On the aver- 
age, three exposures are required to condition the 
cat against picking up the mouse, and such condi- 
tioning lasts for several weeks; but when the cat is 
given a tranquilizing drug, it ceases to bother 
about the consequences and continues to attack the 
mouse and give itself a series of shocks. In drug 
testing, the number of times the animal attacks the 
mouse is recorded. The authors note that benacty- 
zine, chlorpromazine, and _ 1-(4-chloropheny]-1-phe- 
nylethyl)N-dimethylaminoethyl ether-HC1 (Histol) 
were potent and of a similar order of activity, 
while meprobamate was much less active in alter- 
ing the conflict behavior pattern. 


Hemorrhagic Shock.—It has been claimed that the 
combination of chlorpromazine and hypothermia is 
useful in the prevention and probably also in the 
therapy of hemorrhagic shock, but this finding is 
not borne out by the work of Gowdey and co- 
workers (Canad. J]. Biochem. 35:1241, 1957). Hem- 
orrhagic shock was induced in anesthetized dogs by 
a standardized technique and the results clearly 
demonstrated that chlorpromazine in a dose of 2.5 
mg. per kg. and hypothermia by immersion cooling 
to 25 C, or a combination of the two, was in no way 
beneficial and in fact shortened the mean duration 
of survival of the animals. The cardiac output in all 
the animals so treated failed to return to the initial 
level, even after reinfusion. 


INDIA 


Treatment of Eclampsia.—M. K. K. Menon (Jour- 
nal of Obstetrics and Gynecology of India, vol. 8. 
December, 1957) treated a series of 150 consecu- 
tive patients with eclampsia with a combination 
of chlorpromazine, diethazine, and meperidine. 
The two former drugs belong to the group of 
phenothiazine derivatives. Patients were given 25 
mg. of chlorpromazine and 100 mg. of meperidine 
in 20 ml. of 5% dextrose solution intravenously on 
admission, and 50 mg. of chlorpromazine and 50 
mg. of diethazine intramuscularly. An intravenous 
drip of 20% dextrose solution containing 200 mg. 
of meperidine was then started, the rate of flow 
being adjusted according to the patient's response. 
Not more than 1,000 ml. of 20% dextrose and 300 
mg. of meperidine were given in the 24 hours. 
Chlorpromazine and diethazine were given alter- 
nately and intramuscularly in 50-mg. doses every 
four hours. If, in patients with antepartum eclamp- 
sia, convulsions were not controlled by this regi- 
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men within 10 hours, pregnancy was terminated 
by cesarean section, if the cervix was not com- 
pletely dilated and the head was not engaged or 
by artificial rupture of the membranes if the cervix 
was dilated. Of the 150 patients, 90 were primi- 
paras. In 50 the pregnancy had progressed to be- 
tween 36 and 40 weeks, in 82 to between 32 and 
36 weeks, and in 18 to between 28 and 32 weeks. 
The eclampsia occurred ante partum in 86, intra- 
partum in 26, and post partum in 38. 

The triad of high blood pressure, edema, and 
albuminuria was present at the time of admission 
in 138. More than 10 convulsions occurred before 
treatment was started in 94. Pulmonary complica- 
tions were present in 10, and in 12 the tempera- 
ture was elevated. Deep coma was present in 76. 
There were 110 patients with the severe type and 
40 with the mild type of eclampsia. The incidence 
of recurrence of convulsions in this series was 8%. 
In the severe types alone it was 10.9%. Nine ce- 
sarean sections were performed, the indications 
being inability to control convulsions after 8 to 
10 hours of treatment, the patients not being in 
labor, failure of the cervix to dilate, and failure 
of the presenting part to engage. The incidence 
of stillbirths and neonatal deaths was 28.5%. 

In the group with mild eclampsia no mother 
died, but four died in the group with severe 
eclampsia. All of the deaths occurred ante partum 
and the causes of death were pulmonary edema in 
two, hyperpyrexia in one, and cerebral hemorrhage 
in one. Of the 150 patients treated, 97 showed a 
significant drop in blood pressure, while in 6, there 
was a rise in the systolic pressure. Patients with 
postpartum eclampsia showed a more consistent 
and larger drop in blood pressure than did those 
with antepartum and intrapartum eclampsia. Tachy- 
cardia was noticed within an hour of starting the 
treatment in all patients. In this series, only two 
patients developed pulmonary edema and both of 
these had signs of pulmonary complications before 
the treatment was started. The fact that secretions 
from upper respiratory tract were conspicuous by 
their absence was a major advantage of this treat- 
ment. The urinary output was good in many pa- 
tients, and in all it became normal soon after de- 
livery. 

The fact that hyperpyrexia developed in only 
one patient may be attributed to the hypothermic 
property of phenothiazine derivatives. The absence 
of shock in the patients who underwent cesarean 
section and other operative deliveries under local 
anesthesia was noteworthy. With the patient under 
the influence of chlorpromazine and meperidine, 
lower segment cesarean section under local infil- 
tration anesthesia offered no difficulty. The inci- 
dence of posteclamptic psychosis was also mini- 
mal. All the nine cesarean sections were performed 
on primigravidas with severe eclampsia. Even 
among those with severe eclampsia after the opera- 
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tion and with continued conservative therapy, there 
was no recurrence of convulsions. On the whole, 
the combination of chlorpromazine, diethazine, and 
meperidine was found to be a form of conservative 
therapy which was reasonably effective in the con- 
trol of convulsions. Added advantages were the 
fact that pulmonary complications, hyperpyrexia, 
and shock were reduced to a minimum, thus low- 
ering the maternal death rate. If within a reason- 
able time convulsions cannot be controlled by this 
treatment, cesarean section or artificial rupture of 
membranes becomes advisable. 


PORTUGAL 


Uterine Cancer.—Sousa Periera and co-workers re- 
ported on the treatment of pain in patients with 
uterine cancer. In the course of inoperable cancer 
of the cervix, there is a phase of pain in relation 
to the neurovegetative innervation, and another 
phase in which pain is provoked by stimulation of 
afferent pathways of the cerebrospinal tracts. Dur- 
ing the period in which the cancer remains local- 
ized, abdominopelvic sympathectomy (resection of 
the hypogastric nerve, the aortic plexus, the lumbar 
sympathetic chain, and sympathectomy of iliac and 
inferior mesenteric arteries) relieved visceral pain 
completely. Better results were obtained when 
postoperative irradiation was used. When, later, 
cancer invaded the cerebrospinal tracts, pain re- 
appeared, localized to a limited area. For this pain 
bilateral high cervical cordotomy at levels be- 
tween C-1 and C-3 gave complete relief of pain. 


Tuberculous Meningitis.—Gonzalez and Ramalhao 
treated neurological complications of tuberculous 
meningitis with intrathecal injections of 2.5 to 
12 mg. of hydrocortisone and purified protein every 
second day. Patients with tuberculous meningitis 
with a high albumin content of the spinal fluid im- 
proved with this treatment. The albumin content of 
the spinal fluid decreased quickly. In patients with 
blocking of the spinal canal this treatment re- 
sulted in improvement or even full recovery. 


Maduromycosis.—Two cases of maduromycosis due 
to bronchopulmonary aspergillosis were reported 
by Fernando Rodrigues. In both patients a fungous 
mass developed inside a bullous cavity, a sequela 
of pulmonary tuberculosis treated by antibiotic and 
chemotherapeutic agents. The diagnosis was based 
on typical roentgenographic findings, exclusion of 
other diseases, repeated sputum cultures positive 
for Aspergillus fumigatus, mycotic granules ex- 
pectorated by the patient, and microscopic obser- 
vation of masses of mycelium in the sputum. These 
two cases were the first to be clinically diagnosed 
in Portugal. 
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UNITED KINGDOM 


Intraperitoneal Transfusion.—The intraperitoneal 
route is recommended as a technically simple and 
effective means of giving blood in children with 
low-grade or severe anemias who may require 
repeated transfusions or a single slow transfusion 
according to Lorna G. Macdougall of Nairobi ( Brit. 
M. J. 1:139, 1958). Her conclusions were based 
on her experience with 23 anemic children, aged 
from 1 month to 4 years. Two had _ nutritional 
anemia, six had nutritional anemia with super- 
added infection, two had chronic infection, two 
had sickle-cell anemia, five had sickle-cell anemia 
with acute superadded infection, five had malaria, 
and one had ancylostomiasis. Eleven showed an 
uninterrupted hemoglobin response and improve- 
ment; three had had intercurrent infection or acute 
hemolysis requiring a transfusion, and nine died. 
Of the nine deaths none was directly attributable 
to intraperitoneal transfusion. Autopsy in seven 
showed complete or partial absorption of the blood, 
with no sign of intra-abdominal injury, sepsis, or 
adhesions. The ease of administration, both for the 
administrator and the patient, is an important fac- 
tor, not only where medical services is as yet in- 
complete, as it is in East Africa, but also in hospitals 
with adequate medical and nursing personnel con- 
fronted with aplastic or chronic hemolytic anemia 
in children who require repeated small transfusions 
over a period of years. 


Bone Marrow Transplants.—It is technically pos- 
sible to inject marrow cells into man, according to 
Hubble and Newton (Lancet 1:142, 1958). Of five 
patients in whom they have attempted such trans- 
plants, four had advanced malignancy and anemia, 
with leukopenia or thrombocytopenia indicating 
grave damage to the marrow, which precluded 
further radiotherapy. The fifth patient had aplastic 
anemia after treatment for carcinoma of the larynx 
a year previously. Donor marrow was obtained by 
multiple puncture of iliac crests of relatives of the 
same ABO and rhesus blood groups as the patient, 
and whose erythrocytes were compatible with his 
serum. Four parts of the aspirated marrow were 
added to one part of sterile acid-citrate dextrose 
solution, and these suspensions were injected into 
the recipient as soon as possible after collection. In 
three cases the suspension was introduced into the 
descending aorta by catheterizing the femoral or 
the left radial artery. In one it was introduced by 
percutaneous puncture of the abdominal aorta, and 
in the fifth it was injected intravenously. Two pa- 
tients responded satisfactorily, one being still alive 
five months later, and the other dying of broncho- 
pneumonia two months later. The child given the 
transfusion by percutaneous puncture of the ab- 
dominal aorta died from retroperitoneal hemor- 
rhage after completion of the operation, and the 
other two died within a few days of the transfusion. 
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CORRESPONDENCE 


PHENYLKETONURIA AND SPECIAL DIET 


To the Editor:—In answer to several inquiries about 
the phenylalanine-poor diet for phenylketonuric 
children, mentioned in the Correspondence section 
of THE JourNAL, Sept. 28, 1957, page 392, in gen- 
eral, it has been a problem to provide a satisfac- 
tory diet of this type, especially for older children. 
I have seen a 3-year-old child fight every spoonful 
of his new diet, while his 2-month-old brother 
completely accepted the change in his formula. 
This surely has been the experience of others. In 
small babies the problem of acceptability is mini- 
mal, and it is easier to provide the essentials of a 
well-rounded diet. 

All proteins in foods that have been tested con- 
tain about 5% of phenylalanine by weight. Thus 
it is impossible to devise a satisfactory home diet 
markedly deficient in phenylalanine and yet ade- 
quate in protein as required for growth and repair. 
The basis of the special diet is a synthetic mixture 
of essential amino acids which is made by hydro- 
lyzing the milk protein and casein and removing 
the phenylalanine. 

One such preparation is known as Ketonil. This 
amino acid powder is mixed at home with calcu- 
lated amounts of oil or shortening, sugar, and water 
to make a formula or a paste, depending on the age 
and requirements of the child. Another preparation 
is known to investigators as Lofenalac. Lofenalac 
is essentially the well-known amino acid formula, 
Nutramigen, with most of the phenylalanine re- 
moved. As such, it is a complete formula with fats, 
carbohydrates, and certain vitamins already added. 
One measure of the powder to two ounces of water 
makes a standard “20 calories to the ounce” for- 
mula. With either product the diet should be sup- 
plemented with extra vitamins and iron. 

We have had experience using both Ketoni] and 
Lofenalac. Ketonil, the earlier product, already has 
received adequate clinical trial, and a number of 
articles have been published attesting its merits 
and efficacy. We can confirm these reports, but 
since we can add nothing new we will mention 
only some of our observations with the newer 
product. Thus far we have tried Lofenalac on three 
infants, the oldest being one year of age. All three 
accepted the formula without the slightest hesita- 
tion. The mothers have been pleased with the ease 
of preparing the formula and the milk-like appear- 
ance and consistency the formula creates. Weight 
gain has been satisfactory (one 5-month-old child 
gained 1020 Gm. [2 lb. 4 o0z.] in a three-week 


period), and bowel upsets have been absent. As 
these infants grow larger, it becomes desirable 
gradually to increase the concentration of the for- 
mula so that adequate protein can be ingested 
without the excess fluid load. It would seem that 
in infants 2 years old and older the pure amino 
acid mixture might be preferred in order to pro- 
mote the greatest utilization of supplementary 
foods. It is nice to have an alternate product to 
fall back on, should a child of any age refuse or 
poorly tolerate one product or the other. 

In order to maintain the serum level of phenyl- 
alanine between 1 and 5 mg. %, it is necessary to 
add to the diet natural sources of low-protein foods 
equivalent to approximately 20 mg. of phenylala- 
nine per kilogram of body weight per day. Re- 
quirements vary somewhat from child to child, 
and regulation must be guided by serum phenyl- 
alanine determinations. The urine test is useful for 
detecting only gross malregulation, in that the 
serum phenylalanine level may rise to nearly 15 
mg. % before phenylpyruvic acid appears in the 
urine. Conversely, abnormally low levels may re- 
sult in signs of phenylalanine deficiency, including 
growth retardation. 

This supplementary phenylalanine can be given 
in the form of milk in the formula. However, it is 
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also valuable to use this opportunity to add solid 
foods to the diet. These solids supply desired 
roughage for the intestines and action for the jaws; 
this is psychologically good for both the child and 
parents. For this supplement, practically all fresh 
and canned fruits are suitable. Certain vegetables, 
too, are particularly suitable, i. e., carrots, beets, 
parsnips, radishes, rutabagas, turnips, celery, let- 
tuce, cucumbers, onions, eggplant, summer squash, 
and tomatoes. All these fruits and vegetables aver- 
age about 1% protein by weight, or approximately) 
50 mg. of phenylalanine per 100 Gm. of food (ap- 
proximately 15 mg. per ounce). Milk, which is 
about 3.5% protein, contains approximately 50 mg. 
of phenylalanine per ounce. Thus, a 2-month-old 
infant weighing 5 kg. (11 Ib.) should have his diet 
supplemented with 7 oz. of selected solids or 2 oz. 
of whole milk. A 1-year-old infant weighing 10 kg. 
(22 lb.) would get twice this supplement. 

To date, only a mere handful of children with 
phenylketonuria have been treated with the spe- 
cial diet since early infancy, and the oldest of these 
is only about 2 years of age. All these children 
appear to be developing normally. No one knows 
how long the diet will be necessary, but there is 
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some evidence (from observations on older in- 
fants) to suggest that it may not be necessary 
beyond 2 or 3 years of age. It is impossible to draw 
final conclusions from such a small short-term sam- 
ple. However, the results thus far are so encour- 
aging as to give every hope and expectation that 
normal progress will continue in these children 
and that other involved babies, similarly treated, 
also will develop normally. Meanwhile, the diet 
with the added variety of natural foods can be 
quite pleasant. Then too, it is possible that one 
day the missing enzyme will be identified and 
made available to affected individuals so that a 
special diet will not be necessary at any age. 
The decision regarding future pregnancies in an 
involved family is one for the parents to make 
after all the facts are put before them. These facts 
of course will include the recessive gene theory 
of inheritance, according to which each pregnancy 
has a three-to-one chance of producing a normal 
child, with two of these three normal children be- 
ing carriers of the gene—the same as are the par- 
ents. My personal advice to such parents is to wait 
until investigators have had a longer opportunity 
to observe those children now under treatment. In 
the meantime, the medical world will be looking 
forward to progress reports from investigators ev- 
erywhere who have such children under treatment. 


R. CeNTERWALL, M.D. 
College of Medical Evangelists 
Los Angeles 33. 


JOB RESPONSIBILITY AND MYOCARDIAL 
INFARCTION 


To the Editor:—In the Jan. 25, 1958, issue of THe 
JourNAL, page 332, Pell and D’Alonzo have re- 
ported that they were unable to find a significant 
difference in the incidence of myocardial infarction 
among occupational groups classified according to 
the degree of job responsibility. The observations 
of Luongo (J. A. M. A. 162:1021 [Nov. 10] 1956) 
as well as my own (American Journal of Medical 
Science, to be published ) have demonstrated, how- 
ever, the unreliability of occupational titles from the 
standpoint of correlating epidemiologic data with 
any conclusive effects of occupation. It was shown 
that in any true evaluation of these effects, account 
must be taken of deviations from usual hours of 
work, other occupations, and activities pursued 
during periods away from the job. 

Although salaried employees and wage-earners 
work an average of 40 hours a week, 1 in every 
20 workers, according to the United States Census 
Bureau, is holding down two jobs or more. In a 
recent study, we found that 91 of 100 young 
coronary patients between the ages of 25 and 40 
were subjected to severe emotional strain of occu- 
pational origin prior to the onset of their symp- 
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toms. Thus, 25% of these patients not only had 
worked at full-time jobs during the day but also 
had engaged in similar or different occupations 
during their “leisure” evening hours. The frequency 
of severe occupational strain in this coronary group 
was four and one-half times that observed in a 
comparable series of healthy controls. Indeed, the 
findings strongly suggest that emotional stress 
associated with job responsibility is far more sig- 
nificant in the etiological picture of coronary 
disease in young adults than are heredity or a pro- 
digiously high-fat diet. 

Henry I. Russex, M.D. 

176 Hart Blvd. 

Staten Island, N. Y. 


BARBITURATE DEPENDENCE 


To the Editor:—In connection with the recent pub- 
lication of our article entitled “Degree of Physical 
Dependence Induced by Secobarbital or Pento- 
barbital” in THE JourRNAL (166:160 [Jan. 11] 1958), 
the other authors and I have noted in the same 
issue an editorial on the subject of barbiturate 
dependence. The editorial is timely since it em- 
phasizes the following two points which were not 
sufficiently stressed in the article: 1. Physical de- 
pendence on barbiturates develops only under 
conditions of abuse. 2. This fact should not pre- 
clude the legitimate use of these valuable drugs 
in clinical practice, since when they are judiciously 
used with medical supervision physical dependence 
does not occur. 


H. F. Fraser, M.D. 

National Institute of Mental Health 
U. S. Public Health Service Hospital 
Lexington, Ky. 


ELI LILLY MEDICAL RESEARCH 
FELLOWSHIP (SOUTH AFRICA) 


To the Editor:—The attention of medical practi- 
tioners registered in South Africa, who may at pres- 
ent be in the United States, is called to the fact 
that applications may be submitted for the 1958 
award of the Eli Lilly Medical Research Fellow- 
ship (South Africa). The fellowship is for the pur- 
pose of medical research and is not intended for 
postgraduate clinical study. The net value of the 
Fellowship is $300 a month for 12 months plus re- 
turn traveling expenses to the point of study in the 
United States. The closing date for applications is 
April 30, 1958. Further details can be obtained 
from the undersigned. 


H. A. SHAPIRO 

Eli Lilly Medical Research Fellowship 
P. O. Box 1010 

Johannesburg, South Africa. 
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MEDICAL FILM REVIEWS 


The Human Cell and the Cytotechnologist: 16 mm., color. 
sound, showing time 22 minutes. Produced in 1957 by 
Churchill-Wexler Film Productions, Los Angeles, for and 
procurable on loan or purchase ($135) from National 
Committee for Careers in Medical Technology, 1785 Massa- 
chusetts Ave., N. W., Washington 6, D. C. 


This is an educational science film about the 
human cell and the new scientific career opened 
up by the increasing use of cell study as a means of 
cancer detection. Basic scientific information is 
presented by means of graphic animation sequences 
that alternate with photomicrographs of the cellular 
structure and activity. The dramatic process of ex- 
foliation, whereby cancers throw off abnormal cells 
which can be distinguished from normal under the 
microscope, is shown. The story takes place in a 
hospital laboratory, where Betty, a cytotechnolo- 
gist, works with other medical technologists unde 
the direction of a pathologist. She is shown pre- 
paring slides from cell samplings taken from pa- 
tients. She stains them with special dyes to bring 
out the patterns more clearly and examines them 
under a miscroscope. Other duties which she may 
have in the broader field of medical technology, 
including analysis of blood and other body fluids, 
preparation of tissues, and work in bacteriology or 
chemistry, are also shown. However, the chief em- 
phasis is on the new field of cytotechnology and 
the need for more trained personnel to aid patholo- 
gists in screening slides. This is not meant to be a 
training film for cytotechnologists but is intended 
to interest young people in the subject as a career. 
The attractive features of this profession are pointed 
out convincingly, and the production technique 
and organization of this film are excellent. It is 
recommended for high school and college students 
to acquaint them with this profession and to stimu 

late their interest in the subject. 


The Use of Aeroplast Dressing in Surgical Wounds: 16 
mm., color, sound, showing time 14 minutes. Prepared by 
Stanley P. Rigler, M.D., and W. E. Adams, M.D., Chicago 
Produced in 1957 for and procurable on loan from Aero- 
plast Corporation, 420 Dellrose Ave., Dayton 3, Ohio. 


The purpose of this film is to show the technique 
and the advantages of using a plastic protective 
surgical dressing. Application of the dressing to 
surgical wound areas and its use as a protective 
coating to avoid skin excoriations are demonstrated. 
The comparative ease of observation and examina- 
tion of the operative area are pointed out. Agar 
plate studies of the antibacterial properties of the 
plastic film are shown. The technique of dressing 
and suture removal is demonstrated, and the ad- 
vantages of the dressing, such as the limited area 
required for storage and the comparative savings 
gained through its use, are mentioned. This film is 
scientifically accurate; however, other advantages, 
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such as protection from air-borne bacteria in the 
hospital and from cross-infection by patients and 
its usefulness in children’s surgery, might have been 
included. Surgeons who are dissatisfied with stand- 
ard dressings or with open treatment of wounds 
would be interested in this film. The photography, 
for the most part, is good. 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Charitable Hospitals: Due Care in the Selection of 
Personnel.—This was an action for damages for in- 
juries which caused the death of a hospital patient 
and which resulted from the alleged negligence of 
the defendant hospital and its agents. The trial 
court granted a motion for a judgment in favor 
of the defendant notwithstanding a verdict for the 
plaintiff, so the plaintiff appealed to the Supreme 
Court of Errors of Connecticut. 

The patient was admitted to the defendant hos- 
pital for treatment of bronchial asthma and was 
placed in a small room which was part of a ward 
and was under the care of the ward nursing per- 
sonnel. She was originally put in an oxygen tent. 
A day or so later, however, her condition had im- 
proved and her physician had ordered the tent tak- 
en away. Early in the morning the nurse in charge 
of the ward patients noticed that the patient was 
becoming restless and confused and was having 
hallucinations. It was impossible for the nurse to 
keep a constant watch over the patient. On several 
occasions, however, she advised the night supervis- 
or of the condition of the patient and finally, at 
about 4 a. m., reported that the patient was getting 
worse and requested additional help in the ward. 
No additional help was received. About 6 a. m. 
the nurse heard a thud, entered the room and saw 
that the patient’s bed was empty. It was then dis- 
covered that she had either jumped or fallen 
through her bedroom window to the ground two 
stories below and had received the injuries from 
which she later died. 

The Supreme Court of Errors said that the doc- 
trine of charitable immunity prevails in Connecti- 
cut. The plaintiff, however, contended that the de- 
fendant hospital was negligent in the selection of 
its servants and agents and that the defendant 
failed to provide facilities and staffing adequate to 
supply the needs of the hospital in conformity with 
provisions made by similar hospitals situated. On 
the basis of the evidence submitted by the plaintiff, 
the Supreme Court of Errors held that the trial 
court had not committed error in entering judgment 
for the defendant. Such judgment was therefore 
affirmed. Parowski v., Bridgeport Hospital et al., 
134 A(2) 834 (Conn., 1957) 
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ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films will appear when possible as a regular feature in Tue 
JournaL. They will consist of an introduction by the author followed by a pictorial digest of 
actual frame enlargements selected as key points of the film. 


RacpH P, Creer, Director 
Motion Pictures and Medical Television 
Council on Scientific Assembly. 


TECHNIQUE OF PROCTOSCOPY 


Raymond J. Jackman, M.D., Rochester, Minn. 


Proctoscopy, proctosigmoidoscopy, or endoscopy of the lower intestine is one of the 
simplest, most rewarding, and most neglected diagnostic maneuvers available to the physi- 
cian. About 70% of all the diseases that involve the entire 5 ft. of large intestine can be 
diagnosed by means of proctoscopy. Almost always it is an office procedure, and usually 
it does not require anesthesia. Many physicians, when confronted by a diagnostic problem 
which might involve the large intestine will first turn to roentgenograms. This is wrong 


for the following reasons. 


First, preparation of the patient for roentgenologic studies of the colon involves fasting, 
purgation, and the use of enemas and is much more arduous than the preparation for only 
the simple cleansing enemas required for proctoscopy. Second, the technique of performance 
and interpretation of the findings at fluoroscopy and the reading of roentgenograms require 
a much greater background of experience than does proctoscopy. Third, if the contrast medi- 
um employed in roentgenology reaches a site above a partially obstructing lesion, the lesion 
may be converted into one of complete obstruction. Fourth, a certain area of the lower in- 
testine within the bony pelvis is difficult or impossible to visualize by roentgenologic meth- 
ods, whereas proctoscopy permits direct visualization and removal of material for laboratory 
study. Roentgenologic studies of the large intestine certainly are valuable aids, but in gen- 
eral the use of such studies should be contingent on the proctoscopic findings. 

The written review of this film appears on page 1509 of this issue of THE JouRNAL. 


Fig. 1.—Approximately 70% of all organic disease of en- 
tire large intestine can be diagnosed with 25-cm. procto- 
scope. Diagnosis of remaining 30% will require roentgeno- 
graphic studies of colon. 


Fig. 2.—First step in proctoscopic evaluation is taking 
history pertinent to disturbances of lower intestine. Circle 
at right is for diagramming anal lesions or lesions of lower 
intestine. 
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Fig. 3.—Preparation of patient for proctoscopy consists of 
one or more enemas (soapsuds or commercial) adminis- 
tered within two hours preceding examination. Fasting is 


unnecessary. Purgation as preparatory measure is inadvis- 
able. 


Fig. 4.—Patients who are incontinent and have difficulty 
in retaining enema fluid may require some mechanical 
appliance, such as shown above. A, incompetent anus; 


B, foam rubber ball with hole through it for rectal tube; 
C, rectal tube. 


Fig. 6.—Inverted position is perhaps most satisfactory for 
Fig. 5.—Examination can be performed with patient in patient and examiner. Here, intestine tends to “fall away” 

one of several positions, such “r knee-shoulder postion from pelvis, and atmospheric pressure tends to open up 

(upper) and Sims (lower). (Buie, Practical Proctology, lumen of intestine as proctoscope is advanced. 

Philadelphia, W. B. Saunders Company, 1937, p. 40.) 


Fig. 7.—Although standard proctoscopic examining table 
is desirable, inverted position can be obtained by “draping” of Buie diagnostic proctoscope is advantageous: % in. in cali- 
patient over side of hospital bed or office examining table. ber, 25 cm. long, easy to clean and sterilize, and light is distal. 


Fig. 8.—Many proctoscopes are available, but simplicity 
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Fig. 9.—Other diagnostic equipment necessary include 
suction tube (top), long cotton swabs, and biopsy forceps. 
Longer forceps are used to remove specimens through 
proctoscope, short forceps for anal or perianal lesions. 


Fig. 11.—Special equipment used in fulguration of polyps 
is necessary adjunct. This fulgurating applicator is one type 
that can be used on all varieties of polyps. A Y-type con- 
nection (bottom) permits removal of either smoke or liquid. 
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Fig. 10.—Special diagnostic equipment, such as Hirsch- 
man anoscope (top), longer proctoscope (middle), and 
smaller caliber proctoscope (bottom), may be necessary for 
more detailed examination of certain areas. 


Fig. 12.—Keeping anatomic contour of lower intestine in 
mind helps examiner in successfully passing proctoscope. 
(From Buie, L. A.: Importance of Proctoscopic Examination, 
M. Clin. North America 7:113-121 [July] 1923.) 


Fig. 13.—A manikin, such as this saggital section of the 
pelvis, serves well for teaching technique of proctoscopy; 
however, it should be explained that digital examination of _ 
anus always should precede insertion of any instrument. 


Fig. 14.—Exploration with finger should be orderly pro- 
cedure; first, walls of anal canal should be palpated, then 
finger should be advanced into rectum in such a manner 
that it sweeps around circumference of rectum. 
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Fig. 15.—Gaining patient’s complete cooperation and con- 
fidence is accomplished by “voeal anesthesia”—anticipating 
patient’s anxieties and discomforts and explaining each step 
in advance. 


Lumen 


Fig. 17.—When rectosigmoid area is reached, examiner 
may have impression that he has reached “blind alley” 
(left). To find lumen, proctoscope is withdrawn until fold 
of mucosa appears (center). Lumen of intestine is always 
in same direction as that from which fold appeared. Proc- 
toscope is advanced beyond fold and angled in direction 
from which fold appeared (right). This maneuver is re- 
peated for additional “blind alleys.” 


Fig. 19.—Insufflation of air should be avoided or used 
sparingly until proctoscope has been completely inserted. 
Judicious use of bellows is helpful for examination of 
mucosa as proctoscope is being withdrawn. 
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Fig. 16.—When proctoscope is introduced, it should be 
aimed in direction of umbilicus (position 1). After resist- 
ance of anal canal is passed, proctoscope is advanced to 
rectosigmoid area ( positions 2 and 3). 


Fig. 18.—Anyone who does proctoscopy should be familiar 
with technique of fulguration. Minute polyps or mucosal 
excrescences up to 5 or 6 mm. in diameter should be 
fulgurated when first visualized. Fulgurating applicator (d) 
is held 1-3 mm. away from polyp (c) to which spark jumps. 
Smoke aspirator (a) removes smoke. Electric current cord is 
labeled (b). (From Buie, L. A.: Practical Proctology, Phil- 
adelphia, W. B. Saunders Company, 1937, p. 366.) 


Fig. 20.—Observoscope is valuable teaching adjunct 
which permits simultaneous viewing of object seen proc- 
toscopically by two persons. It fits over end of procto- 
scope. 
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MEDICAL LITERATURE 


INTERNAL MEDICINE 


The Diagnostic Approach to Hypertension Due to 
Unilateral Kidney Disease. A. A. Brust and E. B. 
Ferris. Ann. Int. Med. 47:1049-1066 (Dec.) 1957 


[Lancaster, Pa.]. 


Attempts to establish a relationship between hy- 
pertension and a suspected or demonstrated uni- 
lateral renal lesion have been reviewed in the light 
of the authors’ experiences with 14 hypertensive 
patients. Eleven of these presented with acceler- 
ated and 3 with benign hypertension, as judged 
from the clinical picture. On the basis of the renal 
pathological findings, they were classified as having 
primarily vascular lesions or primarily parenchymal 
lesions. In 9 patients the major pathology involved 
the renal arterial supply (unilateral in 7 and bi- 
lateral in 2 with associated coarctation of the ab- 
dominal aorta). In 5 patients the primary lesion was 
chronic pyelonephritis, which had produced a uni- 
lateral contracted kidney in 4; the other patient 
had moderate pyelonephritis and a suprarenal 
hematoma mistaken for an intrinsic lesion. Neph- 
rectomy was performed in 5 of the patients with 
vascular lesions and resulted in “cure” of the hyper- 
tension in 4. All 5 of the patients with parenchymal 
lesions likewise underwent nephrectomy, but hy- 
pertension continued after the operation. Two pa- 
tients with vascular lesions died from cerebral 
complications during preparation for surgery. Four 
of the 6 blood pressure “failures” were patients with 
unilateral, shrunken, nonfunctioning pyelonephritic 
kidneys. In 2 other patients hypertension was not 
relieved by nephrectomy; in both instances the 
diagnosis of unilateral kidney disease proved to be 
erroneous. 

Accepted methods of study, such as urinalyses, 
intravenous and retrograde pyelography, and even 
differential tests of kidney function, proved dis- 
appointing. In spite of the attendant hazards, 
aortography provided delineation of vascular lesions 
which otherwise would have been missed. Tetra- 
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ethylammonium chloride induced a pressor rise or 
no appreciable fall in blood pressure in the vascular 
group (including the 4 surgical “cures”), in sharp 
contrast to the depressor effects observed in the 5 
patients of the parenchymal group (all surgical 
“failures”). From these results it would appear that 
preoperative blood pressure testing with ganglionic 
blocking agents may supply helpful information 
from at least two standpoints: 1. It helps to charac- 
terize the hypertension as being of renal origin 
when a unilateral kidney lesion has been demon- 
strated, the relationship of which to the hyperten- 
sion is uncertain. 2. The suggestion is implicit that 
consistent pressor responses or no blood pressure 
fall to ganglion block in unilateral renal hyperten- 
sion may indicate potential reversibility of the 
hypertensive process. Since this series included only 
4 surgical successes, additional observations will be 
required to confirm the latter. 


The Effect of Dimercaprol (BAL) on Blood Sugar 
and Pyruvate Levels in Diabetes Mellitus. W. J. H. 
Butterfield and R. H. S. Thompson. Clin. Sc. 16:679- 
694 (Nov.) 1957 [London]. 


It had been observed that in some severely 
burned patients hyperglycemia and glycosuria de- 
veloped after forced feeding. The insulin resistances 
in these patients, as well as their higher blood 
levels of alpha-keto acids after sugar tolerance 
tests, resembled those in patients with Cushing's 
disease or those after administration of cortisone or 
corticotropin. The failure of intravenously admin- 
istered insulin to correct the abnormality of car- 
bohydrate metabolism could not be adequately 
explained simply by a failure of insulin action in 
the early metabolic processes whereby glucose is 
assimilated into the cells. Another factor seemed to 
be operating, namely, a defect in the enzyme sys- 
tems concerned with the metabolism of pyruvic 
and alpha-ketoglutaric acids, systems involving 
thiol substances, such as coenzyme A and probably 
lipoic acid. The effects of a 3-day course of treat- 
ment with the dithiol, dimercaprol (BAL), on glyco- 
suria, blood sugar, and pyruvate levels were studied 
in 19 patients with diabetes mellitus admitted to 
hospital. Glucose-insulin tolerance tests were per- 
formed before and immediately after the treatment. 
This treatment was found in certain patients to 
cause a lowering of blood sugar and of glycosuria. 
On the basis of these findings the patients have 
been classified as “responders” and “nonresponders.” 
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The “responders,” as a group, were found to 
show an abnormal accumulation of pyruvate in the 
blood at 1 hour after the start of the glucose-insulin 
tests carried out before BAL treatment. This accu- 
mulation of pyruvate was somewhat reduced after 
3 days of BAL treatment. There seemed also to be 
some improvement in the patient’s response to a 
test dose of insulin after treatment. The implications 
of these findings are discussed, and it is suggested 
that they indicate the presence in certain diabetic 
patients of an intracellular impairment of pyruvate 
metabolism. The authors found no obvious correla- 
tion between responsiveness to BAL and any of the 
clinically manifest complications of diabetes. At 
various times patients reported subjective improve- 
ment during BAL treatment, although the authors 
found no objective evidence to support these symp- 
tomatic changes, and therefore cannot comment on 
the possibility that altered metabolism of thiol 
substances might be the basis of diabetic compli- 
cations. 


Disturbances of Consciousness in Patients with 
Diseases of the Liver. |. De Groote and J. Vanden- 
broucke. Belg. tijdschr. geneesk. 13:1313-1322 (Dec. 
1) 1957 (In Flemish) [Leuven, Belgium]. 


None of the many hypotheses that have been ad- 
vanced with regard to the cause of hepatic coma 
has been entirely satisfactory, but studies in recent 
vears have thrown more light on this problem and 
have provided a better insight into the complexity 
of causes. Various forms of disturbances of con- 
sciousness that precede true coma are described, 
and evidence is presented which indicates that 
many factors may contribute to these symptoms. 
Disturbances in the nitrogen metabolism and am- 
monia intoxication play an important role, but they 
are not the only factors that impair consciousness. 
Among 10 patients only 3 were found in whom the 
increase in the ammonia content of the blood could 
be incriminated. In the other patients disturbances 
in the electrolytes and barbiturate poisoning were 
responsible. In commenting on the therapy, the 
authors stress the importance of treating the under- 
lying hepatic disorder and of avoiding all toxic 
substances. Glutamic acid or arginine can be tried 
to achieve active detoxication. 


Sarcoidosis: Diagnosis by Biopsy Confirmed by 
Necropsy: Critical Review of Mechanisms Causing 
Death. J]. M. Herrera. Arch. méd. paname. 6:38-62 
(Jan.-Feb.-March) 1957 (In Spanish) [Panama, R. 
de P.]. 


A 56-year-old man requested treatment for severe 
cardiac and respiratory symptoms of 1'2 years’ dura- 
tion. Physical and roentgenologic examinations of 
the chest, as well as electrocardiograms, suggested 
the diagnosis of a chronic bronchitis, bronchiogenic 
carcinoma, and cor pulmonale. There were no skin 
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lesions of sarcoidosis, although the symptoms were 
typical of sarcoidosis in an advanced stage. Biopsy 
of a subclavicular lymph node specimen showed 
sarcoidosis. The patient died 3 months later. The 
diagnosis of sarcoidosis was confirmed by autopsy. 
which showed a diffuse involvement of the lymph 
nodes, of both lungs, and of the liver by sarcoidosis. 
It was concluded that sarcoidosis caused cardio- 
pulmonary symptoms, coronary insufficiency, and 
cor pulmonale which was the direct cause of death. 

The author has reviewed the records of 136 
autopsies from the literature. The disease is more 
frequent among Negroes than among white people. 
It is more frequent between the ages of 20 and 50 
vears. The lesions are located predominantly in the 
cervicothoracic lymph nodes and in the lungs, less 
frequently in the liver, and still less frequently in 
the skin. Skin lesions appear in only 20% of the 
cases. The predominant clinical features are those 
of respiratory disorders, circulatory failure, and cor 
pulmonale. In 56 records of autopsies, sarcoidosis 
was the direct cause of death. There were cardiac 
insufficiency or pulmonary emphysema in 32 cases 
of pulmonary sarcoidosis, circulatory insufficiency 
in 15 cases of cardiopulmonary sarcoidosis, edema 
of the glottis in 4 cases of sarcoidosis of the glottis 
or of the upper respiratory tract, neurological 
symptoms in sarcoidosis of the brain (3 cases), 
compression of viscera from sarcoidosis of the intra- 
thoracic lymph nodes (1 case), and insufficiency of 
the liver from sarcoidosis (1 case). 


Glutamic Oxalacetic Transaminase in Serum and 
Cerebrospinal Fluid of Patients with Cerebrovas- 
cular Accidents: Demonstration of a Blood-Cerebro- 
spinal-Fluid Barrier. |. Lieberman, O. Daiber, S. I. 
Dulkin and others. New England J. Med. 257:1201- 
1207 (Dec. 19) 1957 [Boston] 


The authors present a comparison of the serum 
enzyme level with that of the cerebrospinal fluid in 
patients suffering trom acute cerebrovascular ac- 
cidents. To ascertain normai levels, they first de- 
termined the transaminase activity in the cerebro- 
spinal fluid of 44 patients who had no cerebral 
lesion and who underwent spinal puncture, usually 
for spinal anesthesia. The normal level of trans- 
aminase activity in the spinal fluid was found to 
be 12.1+5.49 units per milliliter. The activity in 
men appeared to be greater than that in women. 
The normal level of transaminase activity in the 
serum was found to be 25.1+7.40 units per milli- 
liter. Glutamic oxalacetic transaminase activity was 
then studied in the serum and the cerebrospinal 
fluid of 15 patients with cerebrovascular accidents 
and 2 patients undergoing brain surgery. After a 
cerebrovascular accident an elevation of trans- 
aminase activity was detected as frequently in the 
cerebrospinal fluid as in the blood, although it was 
not invariably elevated in either. The greatest ele- 
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vation, whether it appeared in the blood or in the 
spinal fluid, occurred within 3 to 5 days of the 
stroke. Further increases could be correlated with 
clinical extension of brain damage. Complicating 
cardiac disease may produce an earlier elevation of 
activity. It may be possible to differentiate the 
serum transaminase curve associated with myo- 
cardial infarction from that of an associated or pri- 
mary cerebrovascular accident by differences in 
slope. 

Patients with striking dissociation between levels 
of enzyme activity in simultaneously drawn speci- 
mens of blood and spinal fluid lend support to the 
hypothesis that a “blood-cerebrospinal-fluid 
rier” is operative so far as glutamic oxalacetic trans- 
aminase is concerned. In the patients in whom 
elevation occurred in both the serum and the spinal 
fluid, the serum level was always greater than that 
of the spinal fluid. A “blood-cerebrospinal-fluid bar- 
rier’ applies to situations in which a substance can- 
not pass from the blood into the cerebrospinal 
fluid. Although some substances penetrate into the 
brain and the cerebrospinal fluid at parallel rates, 
it seems that in the comparison of serum and spinal 
fluid transaminase levels the term “blood-cerebro- 
spinal-fluid barrier” is more appropriate than 
“blood-brain barrier.” In the consideration of cere- 
brovascular accidents in relation to transaminase 
activity in the blood, the concept of a “brain-blood 
barrier” rather than a “blood-brain barrier” appears 
more desirable. In the release of transaminase from 
damaged brain tissue into the blood, a_brain-to- 
blood barrier is the one to be considered. The dis- 
ruption of such a brain-to-blood barrier by a cere- 
brovascular accident must be postulated to explain 
the serum transaminase elevations that the authors 
observed. 


The Treatment of Tuberculous Pleurisy. P. Forgacs. 
Thorax 12:344-351 (Dec.) 1957 [London]. 


The object of treatment in tuberculous pleurisy 
is to shorten the acute phase of the illness, to re- 
store the integrity of the pleura, and, above all, to 
prevent further manifestations of tuberculosis. Rest, 
chemotherapy, and aspiration are each supposed 
to achieve some of these aims, but their relative 
importance has not been established. These 3 com- 
ponents of treatment were subjected to a con- 
trolled trial. The results presented are based on the 
progress of 169 patients treated during 1952-1954 
and kept under observation for 2 years. The trial 
revealed that, among the 3 components of treat- 
ment, chemotherapy alone has an appreciable effect 
upon the course and complications of tuberculous 
pleurisy. Even chemotherapy lacks the clear-cut 
and immediate effect observed in other acute forms 
of tuberculosis. By present standards the drugs 
were given for too short a period, but in 1952, when 
the trial was planned, such short courses of chemo- 
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therapy were in common use, and the relative in- 
efficacy of the intermittent administration of 
streptomycin with daily administered isoniazid in 
preventing the emergence of resistant strains was 
not appreciated. It is therefore possible that, if 
treatment with drugs had been continued longer, 
more patients might have been saved from the late 
sequelae of tuberculous pleurisy. 

In the dosage prescribed during this trial, drugs 
certainly reduce the risk of dissemination and may 
shorten the duration of the fever. Chemotherapy 
does not hasten reabsorption of the effusion. It ex- 
ercises no control over the development of the pri- 
mary complex and fails to prevent reinfection of 
the pleura. Early and intensive aspiration has no 
advantage over the conservative management of 
the effusion. The incidence of complications among 
patients treated by rest alone was not affected by 
omitting the period of graduated exercise. 


Asymptomatic Enlargement of the Parotid Glands. 
J. J. Duggan and E. N. Rothbell. New England J. 
Med. 257:1262-1267 (Dec. 26) 1957 [Boston]. 


The authors report on 50 patients with asympto- 
matic enlargement of the parotid glands. Forty-five 
of these were white men, 2 were American Indian 
women, and 3 were white women. Although the 
ages of the patients ranged from 23 to 69 years, 
two-thirds were in the fifth and the sixth decade. 
The diets of these patients fit broadly into 3 cate- 
gories: abnormal, with alcoholism (41 patients); 
abnormal, without alcoholism (3 patients); and un- 
remarkable (6 patients). Notable features of the 50 
patients included a history of liver disease, im- 
paired glucose tolerance, and a tendency to hyper- 
tension. None of the patients had evidence of a 
specific disease known to affect the parotid gland. 
In these patients, as well as in others whose cases 
were reported in other countries, noninflammatory 
enlargement of the parotid glands seemed to ac- 
company disturbed nutrition, possibly protein de- 
ficiency. 


The Hamman-Rich Syndrome: Review of the Liter- 
ature and Analysis of 15 Cases. E. H. Rubin and R. 
Lubliner. Medicine 36:397-463 (Dec.) 1957 [Balti- 
more]. 


Hamman and Rich described an acute, nonbac- 
terial pneumonia characterized by progressive, in- 
terstitial proliferation of fibrous tissue and hyper- 
plasia of alveolar walls. Variable features include 
a hyaline membrane lining the alveoli, eosinophilic 
infiltration, also necrosis of alveolar and bronchiolar 
epithelium. The thickened alveolar septums give 
rise to an “alveolar-capillary block,” which inter- 
feres with oxygenation of the blood. In acutely 
progressive pneumonia, the disease is featured by 
symptoms of suffocation; in less virulent pneumo- 
nia, by signs of failure of the right side of the heart. 
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In either event, the earlier writings on this bizarre, 
interstitial pneumonia, better designated as a syn- 
drome because of its variegated features, stressed 
the inevitability of death. 

The findings in 39 patients whose cases were col- 
lected from the literature and those in 15 patients, 
9 men and 6 women, between 26 and 71 years of 
age, with this syndrome observed personally by the 
authors showed that in a sizable number of pa- 
tients the disease progresses slowly over a period 
of years and may, conceivably, undergo spontane- 
ous arrest. Biopsy and autopsy findings in such pa- 
tients revealed that the lungs were diffusely 
fibrosed, the shrunken organs showing an uneven 
“hobnailed” surface, the parenchyma honeycombed 
with numerous small cystic spaces, and there was 
widespread bronchiolectasis and _ bronchiectasis. 
The type of tissue reaction seen in the chronic 
forms of the Hamman-Rich syndrome, as well as 
the clinical course of the disease in certain cases, 
bears a striking resemblance to those observed oc- 
casionally in systemic disturbances, notably the 
rheumatoid group of collagen diseases. It is postu- 
lated that the Hamman-Rich syndrome represents 
a combination of several closely related elements, 
including possibly a hitherto unrecognized micro- 
organism, possibly one associated with a delayed 
hypersensitivity, or a localized form of collagen 
disease. 


Changes in the Etiology of Pneumonia. I. Siegmund 
and A. Sylla. Ztschr. ges. inn. Med. 12:977-981 
(Nov. 1) 1957 (In German) [Leipzig, Germany]. 


Since the discovery and differentiation of pneu- 
mococci it was generally believed that these organ- 
isms were chiefly responsible for pneumonia. When 
typhoid bacilli, Friedlainder’s bacilli, streptococci, 
micrococci (staphylococci), and viruses were found 
in patients with pneumonia, these forms of pneu- 
monia were regarded as atypical. Cases of virus 
pneumonia have increased since the last World 
War. There have been endemics and epidemics of 
virus pneumonia in connection with Q fever and 
tularemia and in influenza epidemics. Aside from 
these atypical pneumonias, pneumococci were still 
believed to cause most typical pneumonias. When 
pneumococci were detected less frequently, it was 
generally believed that this was the result of treat- 
ment with sulfonamides and penicillin. Supposedly 
the pneumococci were rapidly destroyed by these 
substances, so that now other organisms predomi- 
nated in the sputum. In the last 4 or 5 years, how- 
ever, it has become increasingly evident that pneu- 
mococci, as the etiological agents of pneumonia. 
have been replaced by green-growing streptococci, 
by colon bacilli, by micrococci (staphylococci) pyo- 
genes var. aureus, and by Proteus and Candida 
organisms. 
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The authors made bacteriological studies of the 
sputums of 110 out of 291 patients with clinically 
and roentgenologically verified pneumonia (lobar 
and focal pneumonia). Green-growing streptococci 
were found in 58 of these patients, colon bacilli in 
32 patients, micrococci pyogenes var. aureus in 9 
patients, Proteus organisms in 9 patients, and pneu- 
mococci in only 2 patients. Many patients had 
mixed infections. Pneumococci were in 10th place 
as regards the incidence of an etiological role in 
pneumonia. The authors are unable to explain this 
change in the etiological importance of pneumo- 
cocci. It is of therapeutic importance to emphasize 
that the green-growing streptococci are sensitive to 
sulfonamides and to penicillin and are, therefore, 
more readily controlled by these therapeutic agents. 
In pneumonia caused by colon bacilli, however, 
these substances are inadequate, and Chloromy- 
cetin is most effective. The severe cases of pneu- 
monia caused by micrococci require the use of 
erythromycin. The cases of pneumonia caused by 
Proteus organisms are controlled with streptomycin, 
but polymyxin or Novobiocin has been designated 
as specific for this type of pneumonia. 


Neomycin in the Treatment of Hepatic Coma. A. M. 
Dawson, J. McLaren and S. Sherlock. Lancet 
2:1263-1268 (Dec. 21) 1957 [London]. 


It seems probable that the syndrome of hepatic 
precoma and coma in patients with liver disease is 
often related to the absorption of toxic substances 
from the intestine. These substances are probably 
derived from bacterial action on nitrogenous ma- 
terial. Hepatic coma has been treated by with- 
drawal of dietary protein, purgation, and oral ad- 
ministration of chlortetracycline with encouraging 
results. As liver function is impaired further, even 
complete protein withdrawal may prove ineffective. 
It is in this group that an attempt may be made to 
suppress gastrointestinal bacterial growth by long- 
term antibiotic treatment. Orally administered 
neomycin is the obvious choice, for it is effective in 
decreasing the gastrointestinal formation of am- 
monia, an index of bacterial action on proteins. The 
authors treated 12 patients with acute hepatic coma 
and 8 with chronic portal-systemic encephalopathy 
(intermittent stupor) with neomycin for periods up 
to 10 months and observed the clinical state, blood- 
ammonium levels, and bacteriology of the stools. 
Of the 20 patients, 19, of whom 5 were chronic 
alcoholics, had cirrhosis of the liver, and 1 had 
acute viral hepatitis. Neomycin sulfate was given in 
daily doses of from 4 to 10 Gm. 

Six patients with chronic cirrhosis showed pro- 
nounced clinical benefit, which was associated with 
a fall in the fasting arterial-blood-ammonium level 
and an improvement in the electroencephalogram. 
One patient had a relapse after 10 months’ treat- 
ment. Fetor hepaticus was abolished in 6 of 7 pa- 
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tients with chronic disease. The fasting arterial- 
blood-ammonium level rose gradually under 
treatment with neomycin. The effect on the stool 
flora was variable and could not be correlated with 
the clinical benefit or with the fall in arterial-blood- 
ammonium level. Purgation induced a partial re- 
mission in 2 patients but was not as effective as 
neomycin. Seven of 12 patients with acute hepatic 
coma showed initial improvement, but other forms 
of treatment were used simultaneously. Neomycin 
treatment had to be stopped in 2 patients owing to 
severe diarrhea. Since neomycin is expensive, it 
would have been difficult to conduct this trial with- 
out generous gifts of the antibiotic. Although its 
routine use is necessary in acute hepatic coma, con- 
tinuation over many months may prove financially 
impossible. However, it is difficult to withhold neo- 
mycin if it means the difference between chronic 
invalidism and productive work. Attempts must be 
made to stop treatment with neomycin, but in many 
instances it will have to be resumed. Patients with 
continuing deterioration of liver function may 
eventually prove refractory to this treatment. 


SURGERY 


Ten-Year Experience with Resection Treatment of 
Pulmonary Tuberculosis. M. Schamaun. Schweiz. 
Ztschr. Tuberk. 14:409-439 (No. 6) 1957 (In German) 
[Basel, Switzerland]. 


The author reports on 577 patients with pulmo- 
nary tuberculosis who underwent 579 primary re- 
sections of the lung at the surgical clinic of the 
university in Zurich, Switzerland, between 1946 
and 1955. Fifty-one had pleuropneumonectomy, 
111 had pneumonectomy, 35 had resection of 2 lobes 
of the right lung, 37 had combined lobectomy and 
segmental resection, 208 had lobectomy, 134 had 
segmental resection, and 3 had atypical resection. 
Absolute indications for resection, namely, residual 
cavities after unsuccessful thoracoplasty or intra- 
pleural/extrapleural pneumothorax, bronchosteno- 
sis, “destroyed lung,” empyema with internal fistula, 
and tuberculoma, were present in 502 patients. In 
recent years primary resections of upper and lower 
lobes were also performed in 77 patients with rela- 
tive indications, such as giant cavities, rigid wall 
and cavities of upper lobe, cavities of lower lobe, 
fibrocaseous foci and caseous pneumonia, and 
bronchiectasis. Resection superseded collapse ther- 
apy to a large extent. 

Severe and fatal complications occurred fre- 
quently. There were 68 bronchial fistulas (11.8%) 
and 74 recurrences with 57 recurrent cavities. Mor- 
tality rate was particularly high in the early years, 
between 1946 and 1951, in which resection therapy 
was practiced; 61 patients died within the first 2 
months after operation (an operative mortality of 
10.5%); later on 52 patients died (a late mortality 
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of 9%). Bronchial fistula alone caused 40 deaths, 
and resistance to streptomycin played a great part. 
These results are not comparable with those in 
other statistical reports, because a large number of 
patients operated on were unfavorable risks from 
the beginning. Only in 159 patients with far-reach- 
ing stabilization of pulmonary tuberculosis, (i. e., 
27.6% of the 577 patients) were excellent results 
obtained, with few complications and deaths, and 
their prospects for a cure are good. Severe and fatal 
complications were more numerous among the 418 
patients (72.4%) with tuberculosis of many years’ 
duration; the disease was frequently bilateral and 
insufficiently stabilized and in some of the patients 
had become resistant to all the tuberculostatic 
drugs. Despite that, 263 (63%) of the latter group 
were cured. 


Late Results of Surgical Treatment of Toxic Goiter. 
I. A. Petukhov. Khirurgiya 34:104-108 (No. LO) 1957 
(In Russian) [Moscow]. 


Late results of surgical treatment of 110 patients 
operated on for toxic goiter are presented. Follow- 
up observations were continued up to 17 years. 
Ninety-three patients were operated on for primary 
diffuse thyroid toxic struma; 17, for toxic thyroid 
adenoma. In several patients the function of the 
thyroid was determined with the aid of radioiodine 
(I '*’) in remote periods of time after the operation. 
This test offers an opportunity to establish the 
efficacy of the operative intervention. Subtotal re- 
section of the thyroid results in recovery and return 
to work for almost 100% of the patients. 


Surgical Treatment of Cancer of the Cardia and 
Lower Portion of the Esophagus. A. G. Savinikh. 
Khirurgiya 34:46-54 (No. 10) 1957 (In Russian) 
[Moscow]. 


One thousand two hundred ninety patients with 
cancer of the cardia and of the lower portion of the 
esophagus were treated at the Tomsk Hospital 
Surgical Clinic. Up to 1931, the clinic used the 
Levy-Voelker method in removal of cancer of the 
cardia and of the lower portion of the esophagus 
(bringing the esophagus down). Beginning in 1931, 
a new method was developed by Savinikh. The 
method consists of opening the postero-inferior 
portion of the mediastinum through the diaphragm 
from the abdominal cavity; it allows leaving the 
pleural leaves intact, to open widely the postero- 
inferior portion of the mediastinum and to operate 
on the lower portion of the esophagus in situ. Dur- 
ing the first 17 years both resection of the cardia 
and total removal of the stomach were performed. 
However, the follow-up revealed that pernicious 
anemia was a frequent occurrence 4 to 5 years after 
the operation. This compelled the author to carry 
out resection of the cardia where possible, in order 
to preserve the gastric mucoprotein and Castle’s fac- 


Sige 
§ 
| 
| 


Vol. 166, No. 12 


tor. During the first 17 years the radical operation 
was performed 155 times, with a mortality rate of 
65 (42%). During the last 10 years the operation 
has been performed 276 times, with 16 deaths 
(5.7%). During the period from September, 1954, 
to June, 1957, 100 radical operations have been 
performed, with only 1 death (1%). Late results 
were followed up in 256 patients. There was a 
3-year survival among 31%, a 5-year survival among 
21%, and a 10-year and over survival among 8% of 
the patients. 


Hypertrophic Pyloric Stenosis in Adults. W. L. 
Craver. Gastroenterology 33:914-924 (Dec.) 1957 
[Baltimore]. 


The author reviews observations on 11 adult pa- 
tients with hypertrophic pyloric stenosis, who were 
observed from 1932 to 1956 at the New York Hos- 
pital-Cornell Medical Center. The diagnosis was 
confirmed by operation. During the same period 
155 patients with cicatricial pyloric obstruction due 
to peptic ulceration were treated. Many additional 
patients with peptic ulcers had some degree of 
pyloric stenosis of an inflammatory or cicatricial 
nature. Thus, pyloric stenosis was caused by scar 
tissue at least 15 times oftener than it was by 
muscular hypertrophy. From observations on these 
patients and from the literature the author deduces 
that both the adult and the infantile forms of hyper- 
trophic pyloric stenosis are commoner in male pa- 
tients. The age range among adults with hyper- 
trophic pyloric stenosis is extremely wide. The 
oldest patient in the present report was 73 years 
old and the youngest, 33 years old. 

Whereas in infants hypertrophic pyloric stenosis 
is readily recognized, this is not the case in adults, 
because the lesion is uncommon and may be ob- 
scured by concomitant peptic ulceration. Symp- 
toms had been present for from 1 to 37 years in the 
11 patients. Nine patients had epigastric pain or 
distress as their chief complaint; 1 patient had at- 
tacks of nausea after meals without pain or vomit- 
ing; 6 patients had upper gastrointestinal hemor- 
rhage; 4 patients had partial or complete pyloric 
obstruction on admission; 2 patients were admitted 
because carcinoma of the stomach was suspected 
from radiographic findings; 2 patients, in whom 
hypertrophic pyloric stenosis was suggested by the 
radiologist, were admitted because carcinoma was 
considered possible. 

All 11 patients were subjected to operation. A 
Heineke-Mikulicz pyloroplasty was done on 1 pa- 
tient; a subtotal gastric resection and gastrojeju- 
nostomy were done on 7 patients; and on 3 patients 
a partial gastric resection with gastroduodenostomy 
(Billroth 1) was performed. The pylorus in the 
presence of stenosis is a tumor occupying the distal 
portion (3 to 4 cm.) of the stomach; the consistency 
varies from that of soft rubber to cartilage. The 
surgeon recognized the nature of the lesion at the 
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time of operation in 7 of the 11 cases. If the patient 
is in poor condition, a pyloroplasty or a gastro- 
enterostomy should be done. When the patient is 
in good condition, a gastroenterostomy is not recom- 
mended because it may not function well. The 
Ramstedt pyloromyotomy, while effective in un- 
complicated hypertrophic pyloric stenosis, has sev- 
eral potential disadvantages: 1. A large defect may 
invite formation of a mucosal diverticulum. 2. In- 
advertent mucosal laceration may lead to compli- 
cations or may heal with scarring, with only partial 
relief. 3. A neoplasm may be overlooked. The en- 
tire pylorus should be excised, or a piece should be 
removed for microscopic diagnosis before deciding 
upon a shunting operation or pyloroplasty. It is 
possible that Billroth 1 gastric resection is well 
suited to this lesion, but when a peptic ulcer is 
present, a more radical gastric resection is indi- 
cated. If a malignant lesion is strongly suspected, 
regional nodes should be included in an en bloc 
type of resection at a safe distance from the lesion. 


Benign Giant Duodenal Ulcer. R. M. Stainton and 
]. H. Growdon, Am. Surgeon 23:1081-1096 (Dec.) 
1957 [Baltimore]. 


A giant ulcer of the duodenum is benign only in 
that it is not malignant, for it is almost uniformly 
fatal, unless an accurate diagnosis is made and sur- 
gical treatment is instituted. The 8 patients with 
such a lesion observed by the authors from 1950 
to 1957 at the University and State Hospitals of 
Arkansas have led them to believe that giant ulcers 
of the duodenum are not as rare as the literature 
would indicate. Inasmuch as the diagnosis must 
rest largely on a high degree of suspicion, an in- 
creased awareness of this lesion is necessary if 
more frequent diagnosis and effective treatment 
are to be accomplished. The great difficulty lies in 
the fact that roentgenologic examination may show 
a normal or only slightly abnormal condition when, 
in reality, a giant peptic ulcer is present in the 
duodenum. The definition of giant ulcer is applied 
by some to those with a diameter of 2.5 cm.; by 
others to those 2 cm. and more in diameter. While 
a giant ulcer of the duodenum presents no symp- 
toms distinguishing it from other peptic ulcers and 
may, in fact, mimic symptoms of lesions of other 
organs in this area, there are features which should 
arouse suspicion. Of the 8 patients presented, all 
except 1 were over 40 years of age, and all except 
1 gave a history of long-standing ulcer symptoms 
which responded poorly to medical management. 
Epigastric pain often is more intense than in the 
usual patient with ulcer and may be referred more 
to the right upper quadrant or posteriorly into the 
back. Perhaps the fact that the patients were un- 
cooperative or unable to cooperate, i. e., psychotic, 
chronic alcoholic, or addicted to drugs, accounts 
for the poor medical response and subsequent de- 
velopment of a giant-sized ulcer. 
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Massive hemorrhage or pyloric obstruction or 
both are likely to climax a period of exacerbation; 
if not, one or both complications are almost certain 
to have occurred in the past. Because of anatomic 
location, perforation usually occurs as a slow pene- 
tration, so that adjacent structures or organs wall 
off the area. In the 8 patients presented, the diag- 
nosis was suspected from roentgenograms in 2, at 
surgical exploration in 4, and at autopsy in 2. The 
possibility of a giant duodenal ulcer makes surgery 
mandatory, because a giant ulcer cannot be ex- 
pected to heal under medical management, and 
death may result from hemorrhage. At surgical ex- 
ploration a presenting mass may be confused with 
a neoplasm of the pancreas, duodenum, or stomach. 
A direct approach through the duodenal mass or 
the distal portion of the stomach may be necessary 
to establish the diagnosis or to control a continuing 
massive hemorrhage from the pancreaticoduodenal 
artery. A frozen section may be required to exclude 
malignancy. A gastric resection with removal of 
the involved duodenum is recommended. If either 
or both the common and pancreatic ducts enter in 
the ulcer crater, an exclusion procedure or a two- 
stage gastric resection after the method of McKit- 
trick may be necessary. While the surgical morbid- 
ity and mortality are high, the condition appears 
uniformly fatal from hemorrhage or its complica- 
tions unless surgical intervention is undertaken. 
Three of the 8 patients survived and are apparent- 
ly well. 


Atherosclerotic Occlusion of the Abdominal Aorta 
and Iliac Arteries: A Study of 105 Patients. J. J. 
Massarelli Jr. and J. E. Estes. Ann. Int. Med. 47: 
1125-1137 (Dec.) 1957 [Lancaster, Pa.]. 


The records of Mayo Clinic patients who com- 
plained of intermittent claudication and who were 
examined in the period from 1943 through 1952 
were reviewed, and those of patients with absent 
or significantly reduced femoral arterial pulses 
bilaterally were selected for study. One hundred 
five patients meeting the criteria of claudication 
and reduced or absent femoral arterial pulses were 
considered to have aorto-iliac occlusion owing to 
atherosclerosis. Observations confirmed that claudi- 
cation is the most frequent symptom, while other 
ischemic manifestations occur relatively infrequent- 
ly. Claudication may affect the lower lumbar re- 
gion, buttocks, hips, thighs, calves, or combinations 
of these locations. It most often occurs bilaterally 
but at times may be unilateral. Although inability 
of men to obtain an erection was recorded rarely in 
this series, more recent experience indicates that 
this occurs quite often. Atrophy of one or both legs 
was rarely recorded during this study; yet, it oc- 
curs fairly often but usually is mild. Generally, 
there is no more than a mild degree of distal 
ischemia as determined by the elevation-depend- 
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ency test. More severe ischemia usually indicates 
an additional chronic occlusive arterial process lo- 
cated more distally than the aorto-iliac region; for 
example, occlusion of the superficial femoral, dor- 
salis pedis, or posterior tibial artery. Ischemic neu- 
ropathy, ulcers, and gangrene occurred infrequently 
in the group of patients studied. Amputation of a 
leg was required in only 4 patients. In general, the 
survival rate for persons with this syndrome was 
somewhat less favorable than for a “normal” group 
of corresponding age. 

The authors have drawn the following conclu- 
sions: 1. Surgical treatment cannot affect survival, 
because death does not occur as the result of the 
aorto-iliac occlusion. 2. Aorto-iliac operations do 
not ameliorate atherosclerosis of the coronary and 
cerebral arteries, which accounted for the deaths 
of most of the patients in this study. 3. Surgical 
treatment, if successful, prevents ischemic compli- 
cations only infrequently, as proved by their low 
incidence in untreated patients. 4. Surgical treat- 
ment cannot be advocated to prevent proximal 
occlusion of the renal arteries and resulting uremia, 
because the absence of this complications in this 
series indicates that the condition occurs rarely. 
5. The operation of aorto-iliac resection and graft- 
ing has an operative mortality rate of 4 to 5%, and 
this must be balanced against the possible advan- 
tages of the procedure. Thromboendarterectomy 
has been unsatisfactory, and lumbar sympathectomy 
has rarely been eftective in ameliorating claudica- 
tion. Surgical treatment of atherosclerotic aorto- 
iliac occlusion is indicated in selected instances. 
Aorto-iliac resection and insertion of an arterial 
homograft or synthetic graft may be offered, but 
this operation has as its main purpose “relief from 
claudication” and only incidentally prophylaxis 
against future ischemic manifestations, such as 
neuropathy, ulceration, and gangrene. A patient’s 
claudication must be sufficiently severe to warrant 
the expense, discomfort, and particularly the mor- 
tality risk (4 to 5%), 


The Dumping Syndrome and Its Surgical Treat- 
ment. E. J. Poth. Am. Surgeon 23:1097-1102 (Dec.) 
1957 [Baltimore]. 


Dumping can and does occur after all types of 
gastric surgery. Questioning of patients who have 
undergone gastric surgery will demonstrate that 
this phenomenon occurs in approximately 50%. The 
symptoms are usually mild, and patients accept this 
inconvenience because they are otherwise greatly 
improved. The symptoms become less severe with 
time in about 15% of the patients. The self-imposed 
restrictions employed by some patients are not 
completely corrective and may bring on a vicious 
cycle. The author discusses the medical manage- 
ment of these patients and comments on dietetic 
measures, such as supplying fluids in the form of 
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beer and combining carbohydrates with fats to pre- 

vent their too rapid digestion. Surgical correction 
may become necessary in patients who do not re- 
spond to this diet or do not tolerate it. The increas- 
ing use of subtotal gastrectomy in cases of car- 
cinoma in the prepyloric portion of the stomach 
and total gastrectomy where the carcinoma is in 
the body of the stomach or near the cardia makes 
the construction of a functional substitution gastric 
reservoir of added importance. A technique incor- 
porating a segment of intestine with reversed peri- 
stalsis is described. 

The basic principles involved in the construction 
of a pouch, incorporating an outlet with antiperi- 
stalsis for gastric substitution, is explained in a 
diagram. The entire pouch consists of a single loop 
of jejunum, 20 in. long, with its mesentery intact. 
The isoperistaltic segment attached to the esoph- 
agus prevents regurgitation and esophagitis. The 
antiperistaltic outlet, anastomosed to the duodenum, 
retards the passage of food and gastric emptying. 
Emptying occurs piecemeal and requires from 3 to 
6 hours for passage of the major portion of the 
contents of the pouch. Relatively small quantities 
of material are delivered to the small intestine in 
a progressive manner. Small traces may remain in 
the pouch after 12 hours. This small amount of 
residual material does not interfere with appetite. 
Modifications of the technical principles of the con- 
struction of the antiperistaltic outlet in various 
types of gastric pouches is also presented schemat- 
ically. These pouches have been observed as long 
as a year. A meal designed to cause “dumping” has 
been administered without the occurrence of the 
phenomenon in a single instance. There has been no 
regurgitation into the esophagus. While it is too 
early to be dogmatic about the fate of the segment 
of antiperistaltic jejunum at the outlet, it can be 
stated that to date observation by fluoroscopy does 
not show the segment to have become dilated and 
functionless, but rather it has become somewhat 
hypertrophied. The period of emptying this sub- 
stitution pouch has not become shorter with the 
passage of time; it has either remained essentially 
the same as it was 3 weeks after operation or it has 
become slightly longer. The procedure appears 
worthy of further trial and observation. 


The Selection of Patients for Arterial Grafting in 
Peripheral Arteriosclerosis Obliterans. O. Horwitz 
and R. Penneys. Ann. Int. Med. 47:1117-1124 (Dec.) 
1957 [Lancaster, Pa.]. 


The authors review the methods for determining 
the technical feasibility of arterial grafting in pa- 
tients with peripheral arteriosclerosis by physical 
examination and aortography or arteriography and 
discuss the benefits to the patient of such grafting. 
The first step in the physical examination must be 
careful palpation of pulses. Palpation of the pop- 
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liteal pulse is particularly important. If this pulse 
is easily palpable and the pulsation is normal, the 
possibility of doing a graft is almost ruled out, be- 
cause the indication is that the occlusion is in the 
smaller arteries below the knee, where grafting is 
not practicable by present methods. The popliteal 
artery may be patent and yet not produce a 
pulsation that is easily palpable. This is not unusual, 
particularly in obese individuals. In such cases the 
use of an oscillometer may be helpful. 

After the absence of a popliteal pulse and the 
presence of a good femoral pulse have been estab- 
lished, thereby locating the occlusion in the femoral 
artery, a femoral arteriogram is necessary. If both 
the popliteal and the femoral pulses are absent in 
one extremity and the femoral is present in the op- 
posite extremity, then an aortogram is necessary 
to locate the occlusion, which will most likely be 
present in an iliac artery. If a good distal vessel is 
demonstrated, grafting is possible. When both fem- 
oral pulses are absent, the occlusion is probably 
in the aorta, and once more an aortogram is neces- 
sary to determine operability. After amenability of 
the occluded artery to surgery has been established, 
one must consider the ultimate benefit of such sur- 
gery to the individual patient. The primary aim in 
treating an arteriosclerotic extremity is the preser- 
vation of the limb. The relief of intermittent claudi- 
cation, although desirable symptomatically, is of 
secondary importance. Arterial grafting should al- 
ways be seriously considered in patients with an 
inadequate blood flow to the skin of the feet. How- 
ever, in patients with intermittent claudication with 
an adequate blood flow to the skin of the feet, 
grafting should probably be undertaken only when 
the claudication interferes seriously with the func- 
tions of the patient's life. It is possible that future 
evidence will show that grafting in these patients 
prevents further arterial thrombosis more distally 
in the same extremity. 


NEUROLOGY & PSYCHIATRY 


The Antidotal Action of Sodium Succinate in the 
Mescaline Psychosis. I. Stevenson and A. J. Sanchez 
Jr. Am. J. Psychiat. 114:328-332 (Oct.) 1957 [Balti- 


more]. 


Sodium succinate was found to have a definite 
antidotal effect on the mescaline psychosis in each 
of 12 healthy volunteers, 10 men and 2 women. 
Each subject was given 400 mg. of mescaline sul- 
fate orally on two different days. The interval be- 
tween experiments varied from a week to several 
months. Two observers studied the subjects and 
made notes of their behavior, including verbal pro- 
ductions, from the effects of the drug throughout 
the entire period. This period usually varied from 
8 to 10 hours. On one of the two experimental days 
each subject was given an injection of sodium suc- 
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cinate intravenously. A 30% solution was used. The 
dose of sodium succinate varied from 10 Gm. in 1 
subject to 39 Gm. in another; most subjects re- 
ceived 12 to 18 Gm. The sodium succinate was 
administered slowly over periods of 30 to 90 min- 
utes. The effect of sodium succinate varied greatly 
in different subjects, being transient, and there was 
little shortening of the total duration of the mes- 
caline effect. The most plausible hypothesis of the 
effect of sodium succinate is that it provides a sub- 
strate for oxidation in the brain tissue when the 
oxidation of other substrates, e. g., glucose, lactate, 
and pyruvate, has been depressed by the mescaline. 

The exact relevance of the experimental psy- 
choses to the problems of naturally occurring 
psychoses, such as schizophrenia, remains unclear. 
Nevertheless, these 2 states have enough in com- 
mon to warrant much further research. The anti- 
dotes in the experimental psychoses deserve at- 
tention because-of the understanding which they 
may give as to the mode of action of the hallucino- 
genic drugs and because of their possible eventual 
relevance to the biochemical treatment of natural 
psychoses. Previous authors have described studies 
of several antidotes in the experimental psychoses. 
Thus, nicotinic acid has some antidotal action in 
the lysergic acid diethylamide psychosis; chlor- 
promazine and Sodium Amytal have some antidotal 
action in the mescaline psychosis; Frenquel has 
some antidotal action in both the lysergic acid 
diethylamide psychosis and the mescaline psychosis. 


PEDIATRICS 


Clinical Considerations Concerning Congenital 
Aorto-Pulmonary Fistulas: Report on 3 Patients. 
M. Gomirato Sandrucci. Minerva pediat. 9:937-946 
(Sept. 22) 1957 (In Italian) [Turin, Italy]. 


Differential diagnosis of patent ductus arteriosus 
and congenital aorto-pulmonary fistula is difficult. 
The author describes the occurrence of a congenital 
aorto-pulmonary fistula in 3 children. The first 
child, 7 years old, received surgical treatment for 
a patent ductus arteriosus, the diagnosis having 
been based on the preoperative angiocardiographic 
findings. At operation a systolic-diastolic murmur 
in the region of the great vessels was detected; it 
was related to the parietal communication between 
the aorta and the pulmonary artery. Surgical correc- 
tion of the condition was not feasible, and the 
patient was discharged from the hospital 2 weeks 
later. Possible presence of a patent ductus arteriosus 
in the second child, 11 years old, was tentatively 
diagnosed on the basis of clinical, electrocardio- 
graphic, and radiologic findings. A thrill in the third 
intercostal space, however, left doubt as to the 
presence of an aorto-pulmonary fistula. Cardiac 
catheterization seemed to confirm the tentative 
diagnosis of a patent ductus arteriosus, and surgical 
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intervention was decided upon. At operation, the 
existence of an aorto-pulmonary communication 
was established. The lower location of the thrill in 
the third child, 11 years old, lower than in cases 
of patent ductus arteriosus, was suggestive of a 
possible presence of aorto-pulmonary fistula. Ordi- 
nary diagnostic methods, including cardiac cathe- 
terization, were of little help in providing a clear 
diagnosis. Retrograde cardiography, however. 
showed passage of a small amount of contrast me- 
dium between the aorta and the pulmonary artery, 
above the semilunar valves. It was decided, there- 
fore, not to attempt to correct the anomaly. 

The author concludes that clinical, electrocardio- 
graphic, radiologic, angiocardiographic, and cardiac 
catheterization findings are not decisive aids in dis- 
tinguishing a patent ductus arteriosus from an 
aorto-pulmonary fistula. Whenever a patent ductus 
arteriosus is diagnosed, the existence of another 
malformation must be considered, and retrograde 
aortography may prove to be an invaluable aid in 
this respect. 


Tuberculous Cervical Adenitis. T. J. Wilmot, E. F. 
James and L. V. Reilly. Lancet 2:1184-1187 (Dec. 
14) 1957 [London]. 


This report is based on 81 patients with tuber- 
culous cervical adenitis, observed in 2 counties in 
Northern Ireland where this condition is not un- 
common. Cervical adenitis is regarded as chiefly a 
disease of children. The maximum incidence in this 
series was in the 5th to 9th year, but 37 of the 81 
patients (46%) were over the age of 15. In only 8 
patients had the lymph nodes been enlarged for 
less than a month before the patient came for 
treatment, and, at the other extreme, in 8 they had 
been noticed for 10 years and more. In 4 of the 
patients (5%) active pulmonary tuberculosis accom- 
panied the cervical adenitis. The cervical nodes 
were excised in 54 patients. Simpler methods, such 
as aspiration and incision with curettage, were 
practiced in only 11 cases; in 6 of these, the nodes 
were excised later. No skin grafts have been neces- 
sary. Of the excised nodes, 51 were upper deep 
cervical, 8 were submandibular, 1 was submental, 
and 1 was facial. 

The results of excision have been good. In all but 
3 of the patients operated on, the cervical lesions 
cleared up completely. In the 3 in whom enlarged 
nodes recurred deep to the cervical scar, a further 
simple excision and continuation of chemotherapy 
resulted in apparent cure. It was not found neces- 
sary to treat these patients with the protracted rest 
and other general measures often advocated; once 
the cervical lesion has been excised, convalescence 
need not be long, and children can return to school 
within 2 or 3 weeks of the operation. Surgical treat- 
ment should include removal of oral and pharyngeal 
sepsis, with particular attention to dental caries 
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and tonsils. The tonsils were removed in 47 of the 
81 patients. Tonsillectomy should be done before 
surgical excision of the nodes if there is evidence of 
softening or cold-abscess formation, and after ex- 
cision of the nodes when softening is present. The 
human tubercle bacillus seems to have been re- 
sponsible for most of these lesions, which represent 
the recrudescence of old tuberculous foci and not 
recent infections. 


The Genetic Mechanism of Idiopathic Hyper- 
lipemia. J. D. Boggs, D. Yi-Yung Hsia, R. F. Mais 
and J. A. Bigler. New England J. Med. 257:1101- 
1108 (Dec. 5) 1957 [Boston]. 


The following triad characterizes idiopathic hy- 
perlipemia: sporadic attacks of acute abdominal 
pain, a xanthomatous type of skin lesion, and a 
fasting serum that is milky white. A total of 85 
cases have been reported from various parts of 
the world. An additional family with idiopathic 
hyperlipemia is presented, a detailed history being 
given of a 10-year-old Puerto Rican girl whose 
chief complaint was skin lesions of the elbows and 
knees that had been present since early infancy. 
These consisted of multiple soft, warty lesions dis- 
tributed over the extensor surfaces of the elbows 
and knees. Similar lesions were found on the but- 
tocks, and a solitary lesion was present over each 
achilles tendon. These lesions had been noted to 
become more numerous and larger during recent 
vears. Biopsy of a cutaneous lesion specimen re- 
vealed “numerous foam cells distributed in a fibrous 
stroma in the deeper portions of the dermis, con- 
sistent with the diagnosis of xanthoma tuberosum.” 

After the patient was discharged from the hos- 
pital, she was followed in the outpatient depart- 
ment. Oral therapy with estrogens produced no 
observable changes in serum cholesterol levels. 
Eleven months later the child was reported as hav- 
ing had several episodes of chest pain, followed by 
loss of consciousness with associated “stiffening 
out.” She was unaware of these episodes and was 
incontinent during each of them. She was brought 
into the emergency department after a similar 
coma-like state; she had hypoactive reflexes. A short 
time later she suddenly complained, “My sight,” 
and went into a trance-like state, with momentary 
athetoid movements followed by coma. Respirations 
were rapid, and rales were heard throughout the 
chest. The heart rate was irregular. For a few 
minutes consciousness returned, and the patient 
moved voluntarily, but this was immediately fol- 
lowed by the previous comatose state. Respirations 
became more labored, and she died. 

Postmortem studies on the cardiovascular system 
revealed generalized atherosclerosis in the valves 
and major arteries, and there was narrowing and 
obliteration of the coronary arteries. Undoubtedly, 
the child died of cardiac complications associated 
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with atherosclerosis. The high lipid level in this 
disease can be controlled in part by dietary restric- 
tions and heparin therapy. In view of the serious 
prognosis, this form of therapy should be seriously 
considered. Biochemical studies on members of the 
family showed that 2 siblings had the same disease. 
Slight increases in lipid levels were noted in both 
parents and 1 other sibling. Electrophoretic studies 
showed that all 3 siblings affected had a marked 
depression of the alpha-lipoproteins. The family 
demonstrates that idiopathic hyperlipemia is trans- 
mitted as an autosomal recessive. This is shown by 
the appearance of the disease in several siblings, 
by the first-cousin mating, and by the ability to 
detect asymptomatic carriers by means of labora- 
tory tests. 


Present Problems Pertaining to Patency of the 
Ductus Arteriosus: I. Persistence of Growth Re- 
tardation After Successful Surgery. M. A. Engle, 
G. R. Holswade, H. P. Goldberg and F. Glenn. 
Pediatrics 21:70-80 (Jan.) 1958 [Springfield, IIl.]. 


> 


Fifty-two children, between 3 and 14 years of 
age, had ligation or division of a patent ductus 
arteriosus and were followed up postoperatively 
for 1 to 10 years (4 years on the average). Twenty- 
two of these patients showed marked retardation 
in growth, both weight and height, at the time of 
operation. Only 1 child, retarded in both height 
and weight at the age of 4 years and 10 months, 
advanced to average height and weight in 6 months 
after the operation. The remaining 21 children 
continued to be retarded, at the 16th percentile or 
below, in weight and, with 1 exception, equally 
retarded in height. This exception was the young- 
est child operated on in this group at the age of 
3' years. Within 6 months this girl became average 
in height and gained slightly to reach the 16th 
percentile in weight; up to 6 years of age her 
growth did not advance beyond this level. Five of 
these 21 children showed some improvement in 
growth within 1 to 2 years postoperatively; the 
other 16 failed to improve in growth. Of the 30 chil- 
dren operated on who did not show retardation in 
growth, 10 were above average in height and 
weight, 13 were average, and 6 were slightly below 
par. Within 6 months to 1 year postoperatively, 17 
showed accelerated growth in height and weight, 
and the remaining children continued along the 
normal or near-normal pattern exhibited preop- 
eratively. 

Persistence of retardation in growth after other- 
wise successful surgical intervention for patent 
ductus arteriosus is both difficult to explain and 
disappointing. The most important factor in causa- 
tion of continued growth failure seems to be the 
age of the patient at the time of surgery. It appears 
that the continued presence (during the period of 
most rapid growth) of a shunt of blood away from 
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the systemic circulation is associated with a stunt- 
ing of growth which is not readily corrected after 
abolition of the shunt. The chance of the patient's 
achieving normal status will be increased if opera- 
tion follows the appearance of marked growth 
failure by no more than a few months. Practical 
application of this concept will probably mean sur- 
gical correction of the patent ductus arteriosus in 
this group of children before 3 years of age. 


Incidence of Cranial Nerve Paralysis in Polio- 
myelitis in Relation to Presence or Absence of 
Tonsils: I. In a Metropolitart Area. F. H. Top. 
Pediatrics 21:94-105 (Jan.) 1958 [Springfield, Ill.]. 


A study of 3,717 patients with poliomyelitis, who 
were admitted to the Herman Kiefer Hospital in 
Detroit between 1940 and 1952 and in whom in- 
formation regarding tonsillectomy was available, 
corroborated the conclusion of previous studies 
that the removal of tonsils before the onset of 
poliomyelitis probably adversely affects the occur- 
rence of brainstem paralysis (bulbar and bulbo- 
spinal types) in poliomyelitis. Neither this study 
nor any preceding studies relating to this problem 
proved the contention. In an attempt to find a clue 
to the hypothesis that removal of tonsils at any 
time of life is associated with an increased inci- 
dence of brainstem paralysis when poliomyelitis 
is contracted, the incidence of the common paraly- 
sis of the 7th (facial), 9th (palatal), 10th (pharyn- 
geal), and 11th (spinal accessory) cranial nerves in 
bulbar and bulbospinal cases in the 3,717 patients 
with poliomyelitis was studied with regard to the 
presence or absence of tonsils. 

Rates of incidence of paralysis of cranial nerves, 
not adjusted for age, indicated a decidedly higher 
proportion of paralysis of the facial (7th) nerve 
among patients who had not undergone tonsillec- 
tomy, where as patients whose tonsils had been 
removed were proportionately more affected by 
paralysis of the palatal and pharyngeal (9th and 
10th) nerves, i. e., the cranial nerves with ready 
access to the nasopharyngeal structures. Paralysis 
of the facial nerve, which is without approxima- 
tion to these structures, appeared to occur more 
commonly at earlier ages, particularly in the group 
up to 4 years of age. However, age adjustment did 
not erase, although it did somewhat lower, the 
difference in the incidence of paralysis between 
the groups with tonsils removed and tonsils present. 
This finding lends credence to a real difference but 
can only be applied to this study, since Paffen- 
barger, in a smaller study, did not find any sig- 
nificant difference in incidence of paralysis of the 
facial nerve between the groups with tonsils re- 
moved and tonsils present, and Southcott, also in 
a small study, found paralysis of the facial nerve 
more common among patients with bulbar (includ- 
ing bulbospinal) involvement who had their tonsils 


removed. The differences noted for palatal and 
pharyngeal paralyses (9th and 10th nerves) in the 
unadjusted rates as between patients subjected to 
tonsillectomy and those not subjected to tonsillec- 
tomy remained statistically different and in some 
instances significant when corrections for age were 
made. The results of this study seem to suggest 
that patients in whom tonsils are absent or once 
removed are likely to have penetration of the cen- 
tral nervous system by virus by direct nerve trans- 
fer from throat to brain, but the results obtained 
gave no entirely satisfactory explanation for the 
differences noted. Animal experiments in which 
virus is labeled by some radioactive element in 
order to trace the route it takes to the central 
nervous system, as suggested by Southcott, should 
be encouraged. 


Incidence of Cranial Nerve Paralysis in Polio- 
myelitis in Relation to Presence or Absence of 
Tonsils: Il. In a Largely Rural Area. F. H. Top. 
Pediatrics 21:106-111 (Jan.) 1958 [Springfield, IIl.]. 


The author studied the incidence of cranial nerve 
paralysis in relation to the presence or absence of 
tonsils in 1,260 patients with poliomyelitis who 
came from a largely rural area and were admitted 
to the State University of lowa Hospitals between 
1951 and 1954. A history of tonsillectomy was veri- 
fied in 30.8% of these patients; this tonsillectomy 
rate for all cases was the lowest found thus far. 
Results of the study corroborated the evidence of 
many previous studies that bulbar and bulbospinal 
types of poliomyelitis occur more commonly in 
persons whose tonsils have been removed irrespec- 
tive of the time in life the operation was performed. 
Comparison of the findings in this study with those 
in the Detroit study reported in the preceding 
paper showed agreement in the frequency with 
which commonly affected cranial nerves, partic- 
ularly nerves 9 and 10, are involved, but agreement 
was better for the bulbospinal type of poliomyelitis 
than for the bulbar form of the disease. The lowa 
study strengthened the finding in the Detroit study 
that, although adjustment for age reduces differ- 
ences between patients with tonsils present and 
tonsils removed, age must be reckoned with in an 
assessment of the problem. Comparison of the 2 
studies showed disagreement in the incidence of 
paralysis of the 7th nerve in the bulbar type of the 
disease. No explanation for this difference appears 
pertinent at this time. 


A Critical Examination of the Role of Surgery in 
the Treatment of Primary Pulmonary Tuberculosis 
in Children. J. K. Cameron, J. D. Hay and L. J. 
Temple. Thorax 12:329-337 (Dec.) 1957 [London]. 


A series of 409 children with primary pulmonary 
tuberculosis were followed up for from 18 months 
to 8 years. Thirty-three per cent of these had com- 
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plicating segmental lesions, and evidence is pro- versible and most often lead to blindness. Neither 


duced suggesting that few of the latter are likely hereditary factors nor factors present during preg- 
to resolve completely. It has been stated that chil- nancy and delivery are thought to play a part, and 
dren with segmental lesions are threatened with no connection was found between retrolental fibro- 
the development of disease of the adult type, but plasia and a number of symptoms present after 
the evidence obtained by the authors was against birth. Animal experimentation and clinical experi- 
this. Permanent lung damage is another threat in ences in recent years indicate that the administra- 
children with segmental lesions. The authors de- tion of oxygen in high doses plays the decisive part. 
scribe investigations on 48 children with severe Inhibition of retinal vascularization and oblitera- 
segmental lesions. They found that surgery in- tion of retinal vessels already developed may be 
volves hazards, both because of the dangers in- caused by exposure to extra oxygen in concentra- 
herent in dissecting a matted lung hilus and be- tions as low as 40%. The higher the concentration 
cause of the possibility that such a dissection may and the longer the duration of treatment, the 
lead to the resection of sound lung. They reserved greater is the risk. 
surgical treatment for 5 patients who had severe The great majority of cases can be prevented by 
and irreversible lung damage. They conclude that restrictive use of oxygen. A concentration of 25 to 
surgery is indicated for the eradication of grossly 30% vol. appreciably raises the oxygen tension in 
damaged areas of lung, especially those involving the alveoli and suffices in most cases. With this low 
middle and lower lobes. It may also be required oxygen concentration, the danger of retrolental 
in cases of pressure by enlarged masses of lymph fibroplasia is minimal. In oxygen administration by 
nodes with stridor. They were unable to find any mask and during transport in an ambulance, mixed 
other indication for thoracotomy, and, in particular, gas and not pure oxygen should be given. If in 
they do not believe that persisting segmental shad- patients with marked respiratory difficulty oxygen 
ows should be removed because of the fear that treatment for more than 1 or 2 days is necessary, 
tuberculosis of adult type will develop from them, the concentration should be reduced to 35 to 40% 
either early or late. vol. as rapidly as possible, then gradually to ordi- 
Early prophylactic surgical treatment apparently nary air. In these patients the eyegrounds should 
has only the worst possible results of conservative be examined regularly. Sporadic cases of retrolental 
treatment, without offering any compensatory guar- fibroplasia may occur which are not related to 
antee against further development of tuberculous exposure to oxygen; these cases call for close study 
infection. The authors are impressed with the cura- in order to explore what other endogenic or 
tive value of the ordered and tranquil life of a exogenic factors can be of etiological significance. 
children’s sanatorium. This is essential during the There is no known therapy for retrolental fibro- 
early period after infection and while activity of plasia. Oxygen therapy should be restrictive. When 
the disease persists. It is seldom that results com- given, the concentration should not be higher or 
parable to those in their series could be obtained given longer than necessary. Since restricting of 
in the normal home conditions of most of the pa- oxygen therapy was begun in the Children’s Clinic 
tients. The additional routine use of antibiotics of Karolinska Hospital in 1953, no case of retro- 
does not seem to offer any advantage, and the lental fibroplasia has been observed there. The 
authors think that even the possibility that they restrictions have not increased the mortality in pre- 
might have prevented the development of adult mature infants. 


tuberculosis in some of the 3% of the children in 


whom it occurred would not have justified the use 


of antibiotics for 2 to 3 years in more than 400 DERMATOLOGY 

children. Their experience suggests that most pri- Use of a Topical Water Soluble Steroid (Ethami- 
mary infections in children, even when severe or cort) in Dermatoses. C. M. Howell Jr. Am. Pract. & 
complicated, will resolve on adequate conservative Digest Treat. 8:1928-1929 (Dec.) 1957 [Philadel- 
treatment without recourse to surgery or anti- phia]. 

biotics. 


This study is concerned with the effectiveness of 


Retrolental Fibroplasia. G. Karpe, B. Hellstrém and a recently developed topical steroid ointment con- 
P. Karlberg. Nord. med. 58:1337-1344 (Sept. 12) taining 0.5% hydrocortisone diethylaminoacetate 
1957 (In Swedish) [Stockholm]. hydrochloride (Ethamicort) in the treatment of a 


group of inflammatory skin conditions. This water- 


During recent years retrolental fibroplasia has soluble, lipophobic corticoid was used in the treat- 


become one of the most frequent causes of blind- ment of 161 patients, the majority of whom received 
ness in children. The disease ovcurs almost exclu- ambulatory treatment, but a few were hospitalized. 
sively in premature children and is infrequent in Substantial improvement was obtained in 140 of 
premature children who have not been given extra the 161 patients. In a paired comparison study 


oxygen. In the later stages the changes are irre- in 20 patients, 0.5% hydrocortisone diethylamino- 
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acetate hydrochloride ointment proved equal or 
superior to 1% hydrocortisone acetate ointment. 
Twenty-one patients with secondary pyogenic in- 
fections superimposed on eczematous eruptions 
were treated with 0.5% hydrocortisone diethyl- 
aminoacetate hydrochloride and 0.5% neomycin 
sulfate in petrolatum, with prompt clearing of the 
infection as well as control of the underlying eczem- 
atous process in every case. 


Copper Sulfate in the Treatment of Mycosis of 
Hands and Feet. F. Hégler. Miinchen. med. 
Wchnschr. 99:1860-1861 (Dec. 6) 1957 (In German) 
[Munich, Germany]. 


Hogler observed an increase in the incidence of 
mycosis of hands, feet, and nails, particularly in 
diabetic patients. Whereas during the period from 
1933 to 1945 there were 27 cases among 788 diabetic 
patients (3.7%), it was found between 1947 and 
1956 that 33 out of 341 diabetic patients (9.7%) had 
such forms of mycosis. Patients without diabetes 
also showed an increase in cutaneous mycosis from 
0.7% to 1.2% in the aforementioned periods. In 
view of the considerably greater incidence of der- 
matomycosis in diabetic than in nondiabetic pa- 
tients, the author believes that, in addition to 
unfavorable hygienic conditions, the metabolic dis- 
turbance in diabetic patients plays a part in the 
causation of the cutaneous mycosis. If diabetes is 
detected, it should be treated together with the 
mycosis, since adequate correction of the metabolic 
disorder will promote the cure of the mycosis. 

In a large number of diabetic and other patients 
with chronic mycosis of feet, hands, and nails, the 
majority of whom had shown poor or no response 
to the usual therapy, hand and foot baths with 
3.5% copper sulfate were prescribed. According to 
the gravity of the disease, the baths were adminis- 
tered on several consecutive days, once or twice 
daily, from 20 to 30 minutes. This fungicidal sub- 
stance produced rapid healing of the lesions even 
in patients who had shown resistance to other forms 
of therapy. Recurrences were rare and were soon 
cured by a repeated course of treatment with 
copper sulfate baths. 


Monilethrix in Five Generations. O. Norgaard. 
Nord. med. 58:1082-1085 (July 25) 1957 (In Danish) 
[Stockholm]. 


Patients with monilethrix have brittle hair, very 
short or thin and ragged. There is often keratosis 
pilaris. In most cases heredity is irregularly domi- 
nant (Heuck). Investigations of the records of 54 
members of a family revealed monilethrix in 14 
members, 8 males and 6 females, representing 5 
generations. Heredity was regularly dominant. In 
2 cases there was also ichthyosis. Ichthyosis and 
normal hair were found in 2 members of the family. 
No effective therapy for monilethrix is known. 
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UROLOGY 


Pheochromocytoma of the Urinary Bladder: Report 
of a Case. L. M. Rosenberg. New England J. Med. 
257:1212-1215 (Dec. 19) 1957 [Boston]. 


A 37-year-old woman complained in February, 
1957, of intractable headaches of 8 weeks’ duration. 
She had been in good health until 1947, when inter- 
mittent sweating spells and feeling of apprehension 
first appeared. Five years later she noted the onset 
of continuous perspiration and a preference for cold 
weather. At the same time she began to have peri- 
odic attacks of headache, nervousness, palpitation, 
vomiting, profuse perspiration, and a feeling of 
impending doom. A cerebrovascular accident had 
occurred in November, 1955, which left her with 
decreased sensation of the left side of the body. 
Since that time, despite an excellent appetite, she 
had lost 27 Ib. (12.2 kg.) in weight. For the past 
year severe frontal headaches had occurred with 
urination. These lasted from 2 to 5 minutes; if 
headache was present before urination, it became 
more severe immediately thereafter. The patient 
had noted intermittent frequency of urination and 
nocturia in recent months, and since the onset of 
the profuse sweating she had polydipsia without 
polyuria. The blood pressure varied between 170 
and 110. An intravenous pyelogram revealed lateral] 
displacement of the right ureter just inferior to the 
right kidney. An electrocardiogram was suggestive 
of hypertrophy of the left ventricle. Urinary cate- 
chol amines were determined by 2 methods; both 
gave values considerably higher than normal. 

At operation a tumor, the size of a baseball, was 
found in the wall of the urinary bladder; it was 
removed by resection of the bladder wall. During 
the resection there was a rapid loss of blood of 
approximately 1,500 ml.; the blood pressure fell to 
90/80, and the pulse rate increased to 250. To con- 
trol the pulse pressure, arterenol had to be given 
in much higher concentration than usual. Intra- 
venous administration of arterenol, 125 mcg. per 
minute, and whole blood did not increase the blood 
pressure. Accordingly, 0.5 mg. of arterenol was 
given directly into the intravenous tubing. One 
minute later an additional 0.25 mg. was given in 
the same manner. The blood pressure then rose to 
preoperative values, and the pulse rate gradually 
decreased. During closure of the bladder and inser- 
tion of a cystostomy tube, the flow of arterenol was 
gradually reduced but had to be resumed when the 
blood pressure fell. It was discontinued 7'2 hours 
after the tumor was removed. The tumor measured 
7 by 5.5 by 5 cm. and weighed 102 Gm. Chemical 
analysis revealed 8.4 mg. of arterenol per gram of 
tissue. The patient was discharged 18 days after 
the operation, and she has been well since. To the 
author's knowledge, this is the second case in the 
literature in which a pheochromocytoma originated 
in the urinary bladder. It is possible that this 
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location of pheochromocytoma is the result of 
embryologic rests of chromaffin tissue arising from 
sympathetic plexuses in the bladder. The value of 
determining catechol amines in the urine and blood, 
both before and after surgery, is emphasized. 


A Wilms’ Tumour Family. T. Str@m. Acta paediat. 
46:601-604 (Nov.) 1957 (In English) [Uppsala, 
Sweden]. 


An 11l-month-old boy was hospitalized with a 
large tumor in the left side of the abdomen. The 
condition was diagnosed as a renal tumor, and an 
operation was performed. Histological examination 
of the surgical specimen revealed a nephroblastoma 
(Wilms’ tumor). At the time this boy was hospital- 
ized it was stated that other children in this family 
had had similar tumors. In 3 generations 4 children 
had died, and 1 was operated on with a diagnosis 
of renal or abdominal tumor. In 1 case the diagnosis 
of Wilms’ tumor was verified; in 2 cases the clinical 
diagnosis was renal tumor and in 2 cases, abdominal 
tumor. Wilms’ tumor was apparently present in all 
these children in a family with a hereditary pre- 
disposition to this tumor. 


OTOLARYNGOLOGY 


Serous Otitis Media: Treatment with Injectable 
Trypsin. M. M. Auslander. A. M. A. Arch. Oto- 
laryng. 67:24-27 (Jan.) 1958 [Chicago]. 


Although secretory otitis media often responds 
to a single myringotomy plus politzerization, there 
are many cases which become chronic, requiring 
multiple myringotomies. Frequent myringotomies 
are undesirable; the fewer the myringotomies, the 
better it is for the patient. Commenting on the 
etiology of serous otitis media, the author mentions 
the lack of adequate patency of the eustachian tube 
and the excess of fluid production in the middle 
ear. Since Parenzyme (pure crystalline trypsin in 
sesame oil, each cubic centimeter representing 
5 mg. of trypsin) had been useful in reducing the 
ecchymoses and edema in patients undergoing 
rhinoplasty, the author felt that this agent might 
be of clinical value in serous otitis media. It was 
believed that Parenzyme might affect the cellular 
production of the transudate or have a salutary 
effect on the eustachian tube, so that it would be 
more capable of handling the flow of the serous 
fluid. 

For the past 2 years, the following procedure 
has been followed in the treatment of 106 patients 
with serous otitis media. After history taking 
and a thorough examination, a myringotomy was 
done, the ear politzerized, and the excess serous 
fluid aspirated from the middle ear through the 
myringotomy wound. The patient was given 0.5 ce. 
of Parenzyme (2.5 mg. of trypsin) intramuscularly 
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in the buttock twice daily for 5 days. Pathological 
changes in the nose or purulent discharge were 
treated. Politzerization was repeated every second 
day until the ear became clear. Of the 106 patients 
in this series, 89 responded favorably to one 
myringotomy and Parenzyme treatment. In 17 pa- 
tients a second myringotomy was necessary to 
clear the ear. All the patients were completely tree 
of fluid by the 5th day. The author concludes that 
the intramuscular injection of the crystalline trypsin 
is a useful adjunct in the management of serous 
otitis media. 


Conductive Deafness in Children. RK. E. Wehrs and 
G. O. Proud. A. M. A. Arch. Otolaryng. 67:16-19 
(Jan.) 1958 [Chicago]. 


The authors performed bilateral myringotomies 
on a series of 72 children with conductive hearing 
losses confirmed by audiologic study, regardless of 
the condition of the tympanic membrane. At the 
time of surgery the adenoid mass as well as the 
lateral pharyngeal bands were scrupulously re- 
moved under direct vision. At the completion of 
this procedure bilateral myringotomies were per- 
formed and spot suction applied to the myrin- 
gotomy opening. Audiographic studies were ob- 
tained at the first postoperative visit. Without ex- 
ception, each of the 72 children had fluid in the 
middle ear cavity at the time of surgery, and the 
postoperative improvement in hearing was equally 
consistent. The authors conclude that the over- 
whelming majority of children with conductive 
type of deafness have middle ear effusion. The 
presence of normal tympanic membranes does not 
preclude a diagnosis of hydrotympanum. Direct 
vision adenoidectomy, myringotomy, and spot suc- 
tion are justifiable and advisable procedures in 
children with conductive deafness. 


Isonicotinic Acid Hydrazide Therapy for Nasal 
Ozena: Considerations of the Tuberculous Etiology 
of Ozena. E. Di Lauro. Riforma med. 71:1127-1129 
(Oct. 5) 1957 (In Italian) [Naples]. 


The author used isoniazid (isonicotinic acid 
hydrazide) in the treatment of 80 patients with 
atrophic rhinitis associated with ozena. Irrigation 
of the nasal cavities and removal of crusts were 
followed by medication with isoniazid. Isoniazid 
was given to the patients in 3 forms: orally (200 
mg. a day) in divided doses of 2 tablets, in com- 
bination with spraying the nose, and by inhalation. 
Marked improvement was observed both after 15 
days of treatment and after prolonged therapy. 
Maintenance therapy with isoniazid in many pa- 
tients afforded permanent clinical cure. No side- 
effects were observed. Suppuration, formation of 
crusts, and headaches have disappeared; vascular- 
ization of nasal mucosa increased, and reduction 
of the volume of the nasal cavities occurred. 
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Failure of isoniazid therapy in a few patients was 
corrected by surgical intervention, combined with 
subsequent isoniazid medication. Isoniazid treat- 
ment after the surgical procedure is indispensable. 
The author believes that tuberculous infection is 
the cause of nasal ozena. If this assumption is cor- 
rect, isoniazid exercises a twofold beneficial effect: 
it corrects the underlying tuberculous infection, 
and it controls nasal ozena due to its vitaminic and 
vasodilating properties. 


THERAPEUTICS 


The Rate of Healing of Pulmonary Tuberculosis as 
Affected by Chemotherapy. O. Auerbach, J. B. 
Gere, J. M. Pawlowski and L. Garfinkel. Am. Rev. 
Tuberc. 76:988-1001 (Dec.) 1957 [New York]. 


The authors studied the degree and rate of ana- 
tomic healing in inspissated cavities which closed 
without benefit of drugs in 54 patients with pul- 
monary tuberculosis, who died in the era before 
chemotherapy and whose deaths resulted from 
complications, such as amyloid uremia, empyema, 
or conditions not directly related to the pulmonary 
tuberculosis, and on whom autopsies were per- 
formed. The findings were compared with the de- 
gree and rate of healing of cavities in surgical 
specimens removed from 52 patients with pul- 
monary tuberculosis, who received chemotherapy, 
in the course of which closure of these cavities 
occurred. 

Hyalinization of the cavity wall occurred earlier 
in the patients treated with antimicrobic agents. 
Early hyaline changes were present within 2 
months after closure of the cavity, as compared 
with 7 months after closure occurring in the pa- 
tients not treated with antimicrobic agents. Hyaline 
capsules were present in 6 (19%) of the 31 un- 
treated patients in whom closure of the cavities 
occurred in less than 36 months. By contrast, 13 
(57%) of the 23 treated patients in whom closure 
of the cavities occurred in less than 5 months and 
all of the 29 treated patients in whom cavity closure 
occurred between 5 and 16 months had hyaline 
capsules. Calcification was first observed in small 
amounts 36 months after cavity closure in the un- 
treated patients. In patients treated with anti- 
tuberculous drugs, calcification was observed as 
early as 2 months after closure of the cavity. The 
presence of calcification was observed in 28 (54%) 
of the 52 treated patients, none of whom had a 
closed cavity for more than 16 months. Calcifica- 
tion was present in 15 (28%) of the untreated pa- 
tients, in all of whom the duration of cavity closure 
was more than 3 years. 

The duration of the disease appeared to be asso- 
ciated with hyaline and calcifying changes in the 
treated patients, and possibly to a lesser degree in 
the untreated patients. The rate of healing of the 
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tuberculous cavities, as evidenced by calcification 
in the necrotic center and hyalinization of the wall, 
is accelerated under the influence of chemotherapy. 


Characteristics and Potentiality of the Antibiotic 
and Antituberculous “Substance M” Obtained from 
the Lung. P. Mascherpa. Sett. med. 45:517-519 
(Oct. 15) 1957 (In Italian) [Florence, Italy]. 


The author has discovered a “Substance M,” 
which has antimycobacterial properties. It is found 
in the lungs of mammals (particularly bovines) and 
of humans. Substance M has a tissue structure. 
With regard to its location, it can be divided into 
Substance M;, which is predominantly endocell- 
ular, and Substance M»,, which is predominantly 
extracellular. Substance M has certain chemical 
and biological properties, which differ from all 
known antibacterial substances. It was observed 
that animals producing Substance M and their 2 
descending generations were free from tuberculosis. 
Substance M and its components are antibiotic 
because they are spontaneously produced by living 
organisms and have a high specific action against 
Mycobacterium tuberculosis. Substance M is capa- 
ble of curing experimentally produced tuberculosis 
in mice and in rabbits. The ratio of its curative value 
to toxic effects, known as the chemotherapeutic 
coefficient, is high. It is well tolerated by patients 
who are tuberculous. Substance M was injected 
under the skin of patients with exudative, fibrous. 
and ulcerative types of tuberculosis. The results 
obtained were a gain in weight, improvement in the 
general condition, decrease ot toxemia, fall of the 
velocity rate of sedimentation, improvement of 
body temperature, and conversion of sputum. It is 
probable that the mechanism of action of Sub- 
stance M is a twofold one—a direct bactericidal 
action and one which consists in reinforcing the 
natural defenses of the body. Other properties and 
clinical applicability of Substance M are under 
investigation. 


Tuberculous Cavitation and Antimicrobial Therapy. 
J. C. Rey, P. Rubinstein and C. W. Grobli. Rev. 
Asoc. méd. argent. 71:212-219 (July) 1957 (In Span- 
ish) [Buenos Aires]. 


Isoniazid given to patients with pulmonary tuber- 
culous cavities resulted in a cure of the cavities in 
25% of the cases. Better results were obtained from 
the combined administration of streptomycin and 
isoniazid or of the 2 drugs and PAS. In the depart- 
ment for tuberculous patients of the Hospital 
Mufiz of Buenos Aires, 18] patients were treated 
between 1952 and 1954. The patients were followed 
up for 2 years. For evaluation of results the patients 
were placed in 2 groups of 77 and 104 each. Pa- 
tients in the first group were treated with strepto- 
mycin and isoniazid, and those in the second group 


isa 
By 
A 
or 
Si 
dog 
he 


Vol. 166, No. 12 


with both drugs and PAS. Streptomycin was given 
in daily doses of 1 Gm. for 30 consecutive days, 
after which the drug was given in the same dose at 
intervals of 2 or 3 days. Isoniazid was given in 
daily doses of 5 mg. per kilogram of body weight. 
PAS was given in daily doses of 12 Gm. The ma- 
jority of the patients were between 21 and 30 years 
of age. Sixty patients started treatment from 1 
month to 1 year after the appearance of first pul- 
monary symptoms. The remaining patients started 
treatment late. In the majority of the cases the 
tuberculous lesions were advanced, with bilateral 
or unilateral multiple and medium-sized cavities. 

Recovery was obtained in 66 patients, which 
number included 26 of the first group and 40 of the 
second group. In the remaining 115 patients the 
treatment resulted in regression of infiltration of 
the pulmonary lesions and in diminution of the size 
of the cavities in a large percentage of cases. Col- 
lapse therapy was practiced in 108 of these patients. 
The combined medical-surgical treatment resulted 
in cure of 31 additional patients, which brought the 
total number of cures up to 97 (57%). There was a 
total number of 305 cavities, more frequently lo- 
cated on the right side. The treatment resulted in 
closure of 122 cavities, 43 out of 126 cavities in 
patients of the first group and 79 out of 179 cavities 
in patients of the second group. Closure of the 
cavities was verified by roentgenologic examina- 
tion. Cure of the pulmonary disease was confirmed 
by bacteriological studies of the sputum and by 
inoculation of bronchial secretions and of gastric 
contents into animals. The healing of pulmonary 
tuberculous cavities was greater in the younger 
than in the older patients, in patients with small 
and medium-sized cavities, and in patients who 
were placed on treatment early in the course of the 
disease. Death occurred in 15 cases of the entire 
group. It was due to causes other than tuberculosis 
in 11 patients and to complications of the tuber- 
culous cavitation (tuberculous bronchopneumonia, 
cachexia, or meningitis ), in 4 patients. 


Effects of Bemegride on Barbiturate Overdosage 
in Humans. S. Gershon and F. H. Shaw. Brit. M. J. 
2:1509-1514 (Dec. 28) 1957 [London]. 


The authors report on 58 psychiatric patients who 
received 361 treatment doses of various barbiturate- 
bemegride mixtures. Eight of the 58 patients re- 
ceived 58 treatments with a mixture of amobarbital 
sodium and a fixed dose of 12% bemegride (8-ethy]- 
8-methyl-glutarimide). Thirty-seven patients 
ceived 255 treatments with varying doses of pheno- 
barbital sodium given with amounts of bemegride 
varying from 10 to 25.6% of the barbiturate dose; 
amiphenazole (2,4-diamino-5-phenylthiazole hydro- 
chloride) was sometimes included in the mixture. 
The remaining 13 patients received 48 treatments 
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with varying doses of pentobarbital sodium with 
amounts of bemegride varying from 10 to 25.6% of 
the barbiturate dose. 

Ten per cent or more of bemegride in combina- 
tion with barbiturates afforded protection against 
the central depressant effect of the latter. Beme- 
gride proved to be a more effective antidote to the 
central depressant effect of phenobarbital sodium 
than to those of amobarbital and pentobarbital 
sodium. As a result of the ingestion of bemegride 
simultaneously with the barbiturate, there was a 
delay in the onset of sleep, especially in patients 
who were given a large dose of bemegride. The 
delay in onset of sleep was shown more clearly 
when additional bemegride was given if the patient 
became drowsy. Bemegride did not produce exces- 
sive stimulation of the central nervous system, as 
frank convulsions were never observed. The blood 
pressure was lowered but was maintained at a 
satisfactory level in all patients. The pulse rate and 
respiration were not greatly altered. The addition 
of amiphenazole in some patients had a beneficial 
effect on respiration, especially in maintaining a 
good amplitude. It is difficult to ascribe to amiphen- 
azole any marked effect against barbiturate de- 
pression apart from that on respiration. 

By using the appropriate concentrations of beme- 
gride with barbiturate, the depth and the duration 
of sleep could be modified. Patients given large 
doses of barbiturate (2 Gm. or more) with 25.6% 
bemegride showed signs of barbiturate overdosage 
for 1 or more days after ingestion, even though 
these signs were minimal on the day of treatment. 
Almost all patients, including those who remained 
awake on the treatment day, retired at their usual 
bedtime and slept well throughout the night. This 
was the case also in several disturbed patients who 
usually required sedation at night. No barbiturate 
withdrawal symptoms of any kind occurred in the 
58 patients when given high doses of barbiturate 
for prolonged periods as sleep therapy. Vomiting 
occurred in 5 patients; all the others retained a 
good appetite and ate their meals with relish, even 
those who were roused from a drowsy state to eat 
their meals. The treatment should not be given to 
persons with a known or a suspected history of 
epilepsy. A combination of bemegride with a long- 
acting or a medium-acting barbiturate seems to 
offer the following advantages: 1. Sleep therapy in 
psychiatric practice is made safer and more simple; 
a light sleep, not a coma, is produced, thus reliev- 
ing the nursing staff of a great deal of responsibil- 
ity. 2. Sedation of psychoneurotic patients in private 
practice is made safer. The possibility of suicide 
and addiction is greatly lessened. Two cases of 
barbiturate poisoning were recently reported in 
which bemegride treatment led to a successful out- 
come after the ingestion of doses of barbiturate 
within the fatal range (16 Gm. of phenobarbital 
sodium and 23 Gm. of barbital respectively). 
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Modification of Barbiturate Sleep Treatment by 
the Use of Bemegride. E. M. Trautner, T. W. Mur- 
ray and C. H. Noack. Brit. M. J. 2:1514-1518 (Dec. 
28) 1957 [London]. 


The authors studied the effect of the addition of 
bemegride to barbiturates with respect to the depth 
and duration of the narcosis, the side-effects, and 
the after-effects produced in 12 healthy volunteers 
and 58 patients with chronic schizophrenia of be- 
tween 2 and 5 years’ duration. Twelve to twenty- 
three per cent bemegride was given with the bar- 
biturate. This mixture, given in tablets containing 
250 mg. of barbiturate each, was fully satisfactory 
for all purposes required. On a barbiturate intake 
up to 750 mg., no effect on onset, depth, or dura- 
tion of sleep was observed. The mixture acted 
exactly as the same amount of the barbiturate 
alone. On a barbiturate intake between 1 and 1.5 
Gm., the duration and depth of sleep were greatly 
reduced, as compared with the effect of the same 
amount of the barbiturate without bemegride. 
After wakening there was little hangover or drowsi- 
ness, although the persons were distinctly sedated 
for a period increasing with the dose and lasting 
from 1 to 3 days. On a barbiturate intake between 
1.5 and 3 Gm., the persons either slept for a few 
hours only or were merely somnolent for 4 to 5 
hours. No instances of barbiturate poisoning, psy- 
chosis, or other undesirable after-effects were ob- 
served. Even on prolonged administration of a 
high barbiturate dose twice a week, the persons 
were merely sedated. Overactive psychiatric pa- 
tients showed evidence of behavior improvement. 
These observations are taken as indicating that 10 
to 20% bemegride with barbiturate reduces or even 
prevents the development of coma or of prolonged 
sleep. The observations are tentatively presented 
for consideration in the treatment of patients in 
whom sleep treatment or prolonged sedation is 
desired but can be maintained only by the use of 
high barbiturate doses, which, if given alone, in- 
volve the risk of barbiturate poisoning or other 

serious complications. 


Iron Metabolism During Treatment of Idiopathic 
Haemochromatosis. A. G. Macgregor and W. N. M. 
Ramsay. Lancet 2:1314-1316 (Dec. 28) 1957 [Lon- 
don]. 


The prognosis in idiopathic hemochromatosis is 
variable; although some patients may survive for 
many years with minimal inconvenience, the av- 
erage expectation of life is said to be about 4% 
years after the onset of symptoms. It is impractica- 
ble to limit the intake of iron, to prevent its ab- 
sorption, or to increase its excretion to a useful 
extent with chelating agents. Finch and others 
showed in 1950 that iron stores could be effectively 
depleted by repeated venesection, and it has be- 
come accepted practice to treat hemochromatosis 
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in this way. In the untreated patient the serum- 
iron level is high, and the total iron-binding ca- 
pacity of the serum is nearly saturated, except in 
the presence of infection. When all the available 
deposits of iron have been used up, the serum-iron 
level is low, and the total iron-binding capacity is 
increased. These changes take many weeks to de- 
velop, follow a clearly defined pattern, and reg- 
ularly precede any definite decrease in the amount 
of hemoglobin. 

The authors made studies on 15 male patients 
with idiopathic hemochromatosis, of whom 7 died 
before venesection was started. Of the remainder, 
6 patients were subjected to frequent venesections 
during periods which ranged from 6 months to 4 
years. Weekly determinations of serum-iron levels 
and of the total iron-binding capacity of the serum 
in these 6 patients showed that the development 
of anemia was always preceded by a large fall in 
the serum-iron level and an increase in the total 
iron-binding capacity of the serum. Venesection 
should be stopped when these changes take place 
and should be resumed only when the serum-iron 
level returns to the high values associated with 
hemochromatosis and when the iron-binding ca- 
pacity of the serum is again most saturated. After 
the initial series of venesections, by which the 
available iron stores are exhausted, subsequent 
venesection need only be infrequent and seldom 
more often than 4 times a year. The frequency of 
subsequent venesection is apparently related to 
the capacity of the patients to absorb excess quan- 
tities of iron. This may be roughly predicted from 
the age at which symptoms become apparent and 
the quantity of iron removed during the initial 
period of venesection. 


Severe Reactions to Antibiotics: A Nationwide Sur- 
vey. H. Welch, C. N. Lewis, H. I. Weinstein and 
B. B. Boeckman. Antibiotic Med. 4:800-813 (Dec.) 
1957 [New York]. 


The nationwide survey reported was designed 
to include a total of more than 800 hospitals and 
interviews with more than 1,600 physicians. Each 
of the 16 districts of the Food and Drug Adminis- 
tration, which cover the entire country, was as- 
signed a proportionate number of physicians and 
hospitals for investigators to visit, and all case re- 
ports and other pertinent data were obtained by 
trained investigators, each familiar with the most 
likely sources of such information in a particular 
locality. The number of cases “missed” in the areas 
investigated was probably small. Penicillin was 
found to produce the greatest number and the 
most severe reactions of all antibiotics presently 
available. Anaphylactoid shock was the most fre- 
quent of the serious reactions to penicillin and re- 
sulted in a death rate of about 9%. The vast ma- 
jority of reactions to penicillin occurred when the 
drug was administered intramuscularly. 'n order of 
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their frequency, the life-threatening reactions to 
antibiotics are shock, superinfections, severe skin 
reactions, blood dyscrasias, and angioneurotic 
edema with involvement of the respiratory tract. 
The most frequently occurring minor (non-life- 
threatening) reactions to antibiotics are angioneu- 
rotic edema and urticaria. The broad-spectrum anti- 
biotics cause relatively few adverse reactions, most 
of which are classified as not severe. 

The tetracyclines account for most of the cases 
of severe enterocolitic superinfections. About 75% 
of the cases of enterocolitis were micrococcic 
(staphylococcic) superinfections, and of these about 
60% occurred after abdominal surgery. The mor- 
tality rate in micrococcic enterocolitis was 34%. 
Enterocolitis in which no cultures were obtained 
also occurred chiefly after abdominal operations, 
with a fatality rate of 52%. Of the severe dermal 
reactions, the most frequent was exfoliative derma- 
titis; 10% of the cases were fatal. Erythema multi- 
forme and anaphylactoid purpura accounted for 
the other severe dermal reactions, one of which 
terminated fatally. Aplastic anemia was the most 
common and accounted for 23 of the 27 deaths in 
the blood dyscrasia group. The cases of blood 
dyscrasia were most frequently associated with the 
use of chloramphenicol. Angioneurotic edema with 
involvement of the respiratory tract was most fre- 
quently caused by intramuscular injections of peni- 
cillin; of 38 cases reported, 5 were fatal. This sur- 
vey reemphasizes the need for caution in the 
administration of antibiotics. The increase in the 
frequency of reactions results more through the 
wide use of a highly antigenic substance than from 
indiscriminate use. When tetracyclines are used, 
particularly in patients undergoing an abdominal 
operation, the possibility of the development of 
micrococcic enterocolitis must always be kept in 
mind. 


“Serendipity” (Iproniazid) in Angina Pectoris: Pre- 
liminary Report on a Therapeutic Finding. T. Cesar- 
man. Arch. Inst. cardiol. México 27:563-580 ( Sept.- 
Oct.) 1957 (In Spanish) [México, D. F.]. 


“Serendipity is a term used by Americans as a 
synonym for an unexpected finding of good thera- 
peutic effects of a drug. In this preliminary report, 
favorable results of iproniazid (a derivative of 
isoniazid) in angina pectoris are reported. Forty- 
one patients, between the ages of 44 and 66 years, 
with angina pectoris were treated with iproniazid 
in the Hospital of the Instituto Nacional de Cardio- 
logia of Mexico City between May and October, 
1957. In all patients anginal symptoms were severe 
on mild exertion and at rest. Most of the patients 
had to use more than 4 glyceryl trinitrate (nitro- 
glycerin) tablets a day. The disease had lasted be- 
tween | and 8 years, with previous failure of all 
treatment in common use for angina pectoris. The 
electrocardiograms of all the patients showed path- 
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ological changes, which were of the type of myo- 
cardial infarction in 17 cases and of repeated 
myocardial infarction in 9. The patients had one 
or more of the following conditions: hypertension, 
diabetes, syphilis, or arteriosclerosis. None of them 
had any valvular lesion. In the course of iproniazid 
treatment, any other drug was withdrawn, if neces- 
sary, with the exception of digitalis or diuretics 
and those used in the treatment of diabetes. Ipro- 
niazid was given in daily doses of 150 mg., in 3 
fractional doses of 50 mg. each, at regular intervals, 
for a period which varied between 18 days and 4 
months. 

The use of glyceryl trinitrate was greatly dimin- 
ished during the first 3 days of the treatment. It 
was withdrawn within 4 to 12 days when total dis- 
appearance of pain and regained capacity of the 
patient to tolerate exertion occurred. Complete 
favorable response occurred in all patients but 14. 
Good results have been permanent up to the pres- 
ent time (several months after discontinuation of 
the treatment). The anginal symptoms recurred in 
14 patients, within 3 to 8 days after either discon- 
tinuation of the treatment or reduction of the daily 
dose of the drug to 75 mg. Reestablishment of 
treatment or of proper dosage of the drug caused 
a second total favorable response in a_ shorter 
period than that required by the first treatment. 
Iproniazid was well tolerated by all the patients. 
The drug caused a marked lowering of hyperten- 
sion in hypertensive patients. The electrocardio- 
grams, at rest and after standardized exertion, were 
favorably modified after the occurrence of total 
favorable response and remained unchanged dur- 
ing exertion after discontinuation of treatment. The 
author concludes that iproniazid is a specific drug 
for the treatment of angina pectoris. The drug 
seems to improve the metabolism of respiration of 
the myocardial tissues by regulating the balance of 
amine oxidase and of certain enzymes involved in 
the metabolic processes of the myocardium. The 
results of this treatment seem to prove the lack of 
value of analgesic and vasodilating drugs in angina 
pectoris. 


PATHOLOGY 


A Clinical Trial of Rapid Tests for Occult Blood 
in Faeces. H. A. F. Dudley and I. F. MacLaren. 
Scottish M. J. 2:464-466 (Dec.) 1957 [Glasgow]. 


It has been suggested that the ideal test for 
occult blood in the feces should fulfill the follow- 
ing requirements: 1. It should be sufficiently sensi- 
tive to give a positive result with the small amounts 
of blood likely to be encountered in bleeding from 
a local ulcerative lesion in the gastrointestinal tract. 
2. It should not give false-positive results in pa- 
tients who are free from gastrointestinal disease 
but who are eating meat or receiving oral therapy 
with iron. 3. It should be sufficiently simple and 
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hygienic for it to be carried out rapidly in an out- 
patient clinic on smears of feces obtained by digital 
examination of the rectum. Gregersen’s test had 
been recommended by some as complying with 
these requirements, but when the authors found 
that it resulted in a disturbing number of false- 
positive tests, they compared it in a clinical trial 
with the test methods of Adler and of Ham. They 
found that Ham’s test (benzidine dihydrochlo- 
ride) was the most reliable, both in the avoidance of 
false positives and in the prediction of the correct 
clinical status of the patient. It is suggested that 
this test should be adopted in routine surgical 
practice. 


The Pathogenesis of Manson’s Schistosomiasis. 
R. S. Diaz-Rivera, F. Ramos-Morales, Z. R. Soto- 
mayor and others. Ann. Int. Med. 47:1082-1107 
(Dec.) 1957 [Lancaster, Pa.]. 


This report is based on observations of 400 pa- 
tients with Manson’s schistosomiasis studied during 
the last 12 years in Puerto Rico. The earliest phase 
is dominated mainly by a hypersensitivity state of 
abrupt onset. The acute disease is of variable dura- 
tion and severity, generally mild, and at times sub- 
clinical. In most instances it is mistaken for a mild 
enteritis, attributed mainly to dietary indiscretions, 
and at times it is mistaken for a salmonellosis. The 
explosive disease is observed only among those 
who are heavily infe¢ted and poorly nourished and 
who have defective body defenses. After a variable 
asymptomatic incubation period (21 to 42 days), 
allergic manifestations appear with oviposition. 
The continuous production of allergens by the ova 
and/or adult parasites may serve to perpetuate the 
hypersensitivity reaction. The local reaction pro- 
duced by the eggs and/or adult parasites leads to 
variable degrees of vascular changes in the liver, 
intestines, and lungs. Actual destruction of tissue 
and foreign-body reaction of allergic origin may 
also occur. 

Although most of the cases of Manson’s schisto- 
somiasis are mild and remain undiagnosed, exten- 
sive pathological alterations may occur with heavy 
infections when accompanied by a poor diet. In 
some instances the picture may be dominated by 
portal hypertension, with fragile esophageal varices 
and congestive splenomegaly with signs of hyper- 
splenism. Cirrhosis of the liver is mainly governed 
by poor nutrition but is undoubtedly influenced 
by the parasitosis. In some cases the prominent 
feature is chronic cor pulmonale, with pulmonary 
hypertension from arteriolitis (egg embolization 
and superimposed pneumonitis). The severity of 
the clinical picture is chiefly influenced by socio- 
economic factors and by the adequacy of the de- 
fensive mechanism of the host, rather than by the 
parasitosis per se. Thus, death with, but not from, 
Manson’s schistosomiasis is the general rule. Since 
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there are no adequate antischistosomal agents, it 
seems that curability depends mainly on the de- 
velopment of immunity. Since conditions in the 
United States mainland are not adequate to com- 
plete the life cycle of the parasite, infected immi- 
grants do not represent a public health hazard. 
Larvae from the hatching eggs do not infect man, 
because an extramammalian host (a snail) is neces- 
sary for full development of the cercariae. 


A Rare Vascular Tumor: Hemangiopericytoma. 
F. Aschieri. Minerva cardioangiol. 5:371-376 (Sept.) 
1957 (In Italian) [Turin, Italy]. 


The author reports the case of a woman, 54 
years old, who in 1951 complained of a painful 
nut-sized solid mass in the left popliteal region. 
The mass slowly enlarged and in a year became 
egg-sized. Two years later the parenchyma was 
invaded, and only a partial excision was possible. 
The histological diagnosis of the excised mass was 
neoplasm of connective tissue with a great amount 
of cells and marked vascularity. A course of roent- 
genotherapy after operation brought the patient 
great relief. Another egg-sized tumor developed 
under the scar of the original lesion 1'2 years later. 
Clinical and roentgenologic examination of the 
bones, lungs, and adjacent lymph nodes revealed 
no metastases. A small fragment of the tumor was 
obtained for biopsy. It revealed a more consistent 
mass than the previous one, and it had a larger 
fibrous section than the previous tumor, probably 
caused by roentgenotherapy. Since there was no 
sign of metastasis, amputation through the thigh 
was made. The patient died at home of pulmonary 
metastasis one year later. 

The new classification of hemangiopericytoma 
was first suggested by Stout and Murray in 1942. 
No histological method helps to distinguish the 
types of hemangiopericytoma which metastasize 
from those which do not. Angiographic findings 
are a valuable aid in the diagnosis of hemangio- 
pericytoma. A larger excision is suggested in view 
of the infiltrative tendency of the tumor and of the 
paucity of available data. The author feels that an 
earlier amputation of the leg in this patient might 
have resulted in a better prognosis. 


RADIOLOGY 


Surgical Experiences During Operations for Breast 
Cancers After Irradiation. F. Scherer. Strahlen- 
therapie 104:245-246 (No. 2) 1957 (In German) 
[Munich, Germany]. 


The author discusses operation for breast cancer 
after irradiation at the Surgical University Clinic 
in Marburg. The operation at the Marburg clinic 
is generally quite radical, that is, not only the 
axillary but also the parasternal lymph nodes are 
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removed. Since the danger of spread is much 
greater in patients with involvement of the para- 
sternal than in those with involvement of the axil- 
lary nodes, the removal of the parasternal nodes 
should become more general. The author observed 
no essential difference in the healing of mastectomy 
wounds whether preoperative irradiation had been 
given or not. He feels that concern about this point 
is not justified. However, it is important to choose 
the right time for the operation. If the operation 
is performed too early, the irradiation effect is not 
properly utilized and the risk is increased because 
the irradiation reaction in the skin has not yet sub- 
sided. If, however, the interval is too long, the 
remaining cancer elements may resume their ac- 
tivity. The author feels that the operation should 
be carried out not later than 6 weeks after irradia- 
tion. The only exception to this rule is an extremely 
severe skin reaction or an intercurrent disease. 


ANESTHESIA 


Ataralgesia: Operations Without Anaesthesia. J. T. 
Hayward-Butt. Lancet 2:972-979 (Nov. 16) 1957 
[London]. 


It was the author's aim to obtain a state of total 
analgesia by using a combination of drugs to pro- 
duce maximum analgesia with minimum side- 
effects. Believing that such a state can be achieved 
only by a combined attack on the body and mind, 
he suggests for it the name “ataralgesia” (from the 
Greek tarache and algeo, the literal translation be- 
ing “no disturbance of mind or feeling of pain”). 
The criteria for this state are that the patient must 
be alert, converse intelligently with a voice of 
normal diction and volume, and cooperate in ad- 
justment of coverings and pillow. The author pro- 
duced such a state in certain patients by the use 
of a combination of pethidine, amiphenazole, and 
mepazine (Pacatal). Operation could be done with- 
out the use of an anesthetic in 40 of 78 patients 
who were given the combination of the 3 drugs. 
True ataralgesia was achieved in 15 of the 40 pa- 
tients, and the other 25 patients were able to 
undergo operation without anesthesia but were 
too drowsy to be included in the ataralgesic group. 
They had such major operations as Wertheim’s hys- 
terectomy, thoracotomy, and gastrectomy. Of the 
remaining 38 patients given the mixture, there 
were some who appeared to be in the ataralgesic 
state but were put to sleep before or after the 
incision by means of the intravenous administration 
of small doses of barbiturates. The benefits of the 
method are safety, lack of depression of other 
systems, retention of reflexes, and rapid recovery. 
When a sleep-dose of barbiturate is required, the 
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term “complementary anesthesia” is applicable. No 
serious drawbacks were encountered; but, although 
apparently safe, the method used is far from per- 
fect, and alternative means of inducing ataralgesia 
are being tried. 


Aspiration of Gastric Contents Under Anesthesia: 
A Review and Clinical Study. M. W. Lincoln. Cali- 
fornia Med. 87:403-407 (Dec.) 1957 [San Francisco]. 


Regurgitation or vomiting is the most frequent 
cause of death connected with anesthesia, being 
responsible for 110 of 589 such deaths in one re- 
ported series. The author describes studies on a 
series of patients who were anesthetized for sur- 
gical treatment of various conditions and for vari- 
able periods (15 minutes to 4 hours) with so-called 
balanced anesthesia. Carmine red in gelatin cap- 
sules was given with an ounce of water 30 minutes 
betore operation. Care was taken to obtain smooth 
induction by means of thiopental (Pentothal) so- 
dium administered intravenously. Anesthesia was 
then maintained with nitrous oxide and small doses 
of thiopental and or meperidine (Demerol). Re- 
laxants were used when needed for abdominal 
operations or to facilitate intubation. All patients 
having upper abdominal operations were intubated 
with a cuffed endotracheal tube, and respirations 
were controlled during the major part of the pro- 
cedure. Respirations were assisted and/or con- 
trolled in all cases, and efforts were made to pre- 
vent inspiratory obstruction. 

The studies reported are still in progress, but a 
preliminary report is presented of the first 50 pa- 
tients. Regurgitation occurred in 2 of these patients, 
in both instances while the patient was “bucking” 
on the endotracheal tube during light anesthesia. 
Considering the muscular components of “buck- 
ing,” it is not surprising that regurgitation occurred, 
for in some respects it is similar to vomiting. An 
inflated cuff on the tube prevented aspiration of 
gastric contents in both cases. Aspiration did not 
occur in any case in the series. The results thus far 
indicate that, by obtaining a smooth induction and 
preventing any respiratory obstruction, the inci- 
dence of so-called “silent regurgitation and aspira- 
tion” can be reduced. A facet of the study still in 
progress is to consider the advantages of tubes of 
various types as a means of blocking off the stomach 
from the esophagus in cases in which there may 
be gastric contents that might be regurgitated and 
aspirated. There is a great need for further investi- 
gative work on this problem, especially studies on 
gastric emptying time and on motility during peri- 
ods of emotional stress, such as fear and pain, and 
during active labor. 
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BOOK REVIEWS 


Practical Use of the Office Laboratory and X-Ray Includ- 
ing the Electrocardiograph. By Paul Williamson, M.D. 
Cloth. $10.75. Pp. 323, with illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1957. 


The author’s premise is that useful information 
to be gained from the small office laboratory and 
x-ray is far more extensive than many physicians 
achieve with such equipment. This book describes 
the simpler procedures that can be performed in 
the small office laboratory, with a minimum of 
equipment, by even a home-trained technician. 
The book is not a compendium of advanced tech- 
niques, because there is a point beyond which the 
small laboratory cannot and should not go. Never- 
theless, maximum use of the procedures given and 
proper interpretation of the findings should greatly 
increase the scope of general office practice. The 
techniques and interpretations are based on _ per- 
sonal experience. An attempt has been made to 
separate useful information from the useless and 
the factual from the assumed. The basic examina- 
tions of the clinical laboratory are discussed. The 
actual analytic techniques are given only for the 
simpler tests. For the balance, the reader is referred 
to books on methodology. The chapters on office 
electrocardiography are clear and concise. The 
various techniques of office roentgenography are 
discussed according to the anatomic area involved. 
Detailed attention is given to the most useful views 
to be taken and the results to be expected from 
these films. Throughout the book, the emphasis 
is on interpretation and the common sources of 
error. The author has ably achieved his goal. The 
book is recommended for use in the small office 
laboratory and for the physician who must inter- 
pret the findings obtained therein. 


Psychiatry in Theory and Practice. By Beulah Chamber- 
lain Bosselman, M.D., Professor of Psychiatry, College of 
Medicine, University of Illinois, Chicago. Cloth. $4. Pp. 150. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, [Il.; Blackwell Scientific Publications, Ltd., 24- 
25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This small volume, based on lectures given to 
psychiatric residents, is for those who are familiar 
with psychoanalytic terminology, but for those not 
familiar with technical terms the first and last 
chapters provide a reliable source of information 
about psychiatry that every physician would do 
well to possess. In these chapters the author is at 
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her best, and they are recommended for the 
guidance of general practitioners. They contain a 
brief review of the history of psychiatry and a 
treatise on psychiatry, science, and the good life. 
Most of this book is a simplified presentation of 
the psychopathology and treatment of mental dis- 
orders. It is hoped that the author wil] revise 
this volume to include more information about sick 
persons and their families and that she will enlarge 
on the subject of treatment. 


Brain Tumors: Their Biology and Pathology. By k. J. Ziilch, 
M.D., Professor of Neurology, University of Cologne, Cologne, 
Germany. Translated by Alan B. Rothballer, M.D., M.Sc., 
Assistant Professor of Anatomy ( Neuroanatomy ) and Surgery 
(Neurosurgery), Albert Einstein College of Medicine, New 
York, and Jerzy Olszewski, M.D., Ph.D., Associate Professor 
of Pathology (Neuropathology), College of Medicine, Uni- 
versity of Saskatchewan, Saskatchewan. American edition 
based on second German edition. Cloth. $9.50. Pp. 308, with 
84 illustrations. Springer Publishing Company, Inc., 44 E. 
23rd St., New York 10, 1957. 

The development of our knowledge of the biolog- 
ical behavior of brain tumors, as deduced from 
their pathological appearances, was one of the 
chief contributions from the clinic of the late Har- 
vey Cushing. The gliomas were studied by Percival 
Bailey and glioma cells, classified according to cell 
types, were compared with the cells of normal 
brain tissue. To this basic study Bailey and Cush- 
ing added a survey of the clinical course and prog- 
nosis of brain tumors, thus bringing order out of 
the previous chaos. The different forms and types, 
moreover, were correlated with a particular sur- 
vival period, and note was made of tumors showing 
a preference for certain age groups and various 
sites of origin. The “American classification” of 
Bailey and Cushing (1926) was accepted through- 
out the world and, with a few modifications, is the 
basis for the current concept of brain tumors. This 
classification has been somewhat simplified in re- 
cent years by subsequent investigators, particularly 
by the author, who studied 4,000 brain tumors at 
the Max Planck Institute for Brain Research in 
Cologne and correlated his observations with the 
clinical histories. This new edition of his mono- 
graph, skillfully translated into admirable English 
and adequately illustrated, is smaller than the 
original and is, in Bailey's opinion, “equally au- 
thoritative but more manageable.” The book, com- 
prehensive in scope and clear in presentation, 
should be of assistance to every neurologist, neuro- 
surgeon, and radiologist who may be called on to 
diagnose or treat one of the most formidable types 
of tumors met with in the practice of medicine. 
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QUESTIONS AND ANSWERS 


OSTEOPOROSIS FOLLOWING 

CORTICOSTEROID THERAPY 

To tHE Eprror:—A patient, aged 36 years, suffer- 
ing from pemphigus, has been confined to bed 
for one year. He has received during this time 
from 45 to 60 mg. prednisone daily; reduction of 
this dosage leads to an exacerbation of the 
pemphigus. Recently, he has developed back- 
ache. X-ray examination shows marked demin- 
eralization of the spine and other bones, and he is 
now being given 1 wafer of calcium gluconate 
three times a day. What is the best treatment for 
the demineralization? Because of the condition of 
his skin, one would naturally hesitate to give 
him hypodermic medication. 


M.D., West Virginia. 


AnsweR.—The prognosis of pemphigus is such 
that osteoporosis is not a contraindication to corti- 
costeroid therapy, a lifesaving measure. Pemphigus, 
even the most severe manifestation, does not pre- 
clude the use of hypodermic medication. Most ef- 
fective treatments for this disease were given by 
injection even before the advent of antibiotics. A 
change to corticotropin, given intravenously or 
intramuscularly, might well be indicated. Treat- 
ment of the osseous demineralization is difficult. 
Testosterone should be administered by injection 
or by buccal tablets. Estrogens may be given also. 
Large doses of calcium, phosphorous, and vitamin D 
should be administered by mouth. Often, orthoped- 
ic appliances will relieve symptoms of osteoporosis. 
Therefore, orthopedic consultation is indicated if 
this patient is suffering unduly from the backache. 
As a rule, mechanical support will add more to the 
patient’s well-being than will the orally or paren- 
terally administered preparations mentioned above. 
For a review of the treatment of pemphigus by 
corticosteroids, reference is made to an article by 
Nelson and Brody in the A. M. A. Archives of Der- 
matology (72:495, 1955) and the discussion that 
follows it. 


Answer.—The inhibition of bone anabolism and 
resultant osteoporosis is a property of all the thera- 
peutically active corticoids with antiinflammatory 
action. The osteoporosis is not due to failure of cal- 
cification and not improved by calcium therapy, 
which may actually be harmful in some cases. There 
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is good theoretical reason and a small amount of ex- 
perimental evidence to show that the anabolic 
action of testosterone can counteract the tendency 
to osteoporosis to some extent. Although a man, 
aged 36, normally has a large supply of endogenous 
androgen, a debilitated patient may not. It is ra- 
tional to administer testosterone in large doses to 
the patient in question. This could be accomplished 
with a minimum of injections of the long-acting 
compound, testosterone cyclopentylpropionate, in 
doses of 300 mg. every second and third week. If 
no injections at all are possible, methyltestosterone 
by languet in doses of 30 to 40 mg. a day should 
be given. Since the patient is bedridden, his osteo- 
porosis is undoubtedly made worse by the bone 
atrophy of disuse. All possible effort to mobilize 
him, even partially, should be made. 


CYSTIC DISEASE OF THE BREAST 


To tHE Eprror:—A 35-year-old woman had an 
ectopic pregnancy lu years ago. Several years ago 
she developed a bilateral salpingo-oophoritis and 
follicular cysts of the ovaries. A bilateral salping- 
ectomy was performed, and small ovarian cysts 
were removed. One year later she developed 
cystic disease of both breasts. The pathological 
diagnosis was cystic disease of the breast with 
sclerosis and fibroadenoma of breast tissue. From 
time to time small, occasional, tender cysts have 
developed, and bilateral simple mastectomy has 
been advised. The patient has also had rather 
severe menorrhagia, and a recent dilation and 
curettage was productive of polypoid endome- 
trial hyperplasia. In view of the fact that this 
woman is sterile and has been unable to conceive 
for the past 15 years, would x-ray sterilization 
or a bilateral simple mastectomy be preferable 
for the control of the cystic disease of the breast? 
The patient has been told that these breast lesions 
are potentially cancerous. Is this true? 


M.D., Illinois. 


ANnswer.—It is unlikely that castration would 
benefit this patient; therefore, it is not indicated. 
The disease, as described, is not severe enough to 
justify bilateral simple mastectomy; rather, various 
hormones might be tried, e. g., progesterone, testos- 
terone, and even estrogen. The literature contains 
various reports stating that cancer develops in 
breasts containing cystic disease from two and one- 
half to five times more often than in normal breasts; 
but the data are difficult to analyze, and this con- 
tention is not accepted by many authorities. 
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ENLARGING THE BREASTS 


To THE Eprror:—Is there anything that can be done 
to enlarge the breasts of teenagers and of women 
who have lost breast tissue as a result of child- 
birth? Albert I. Clark, M.D., Shreveport, La. 


ANnsweR.—There is a great deal of difference in 
the size of breasts in teenagers, and they progres- 
sively increase in size from approximately the time 
of the menarche to the age of 18 or 19 years. Care- 
ful examination will frequently indicate minor dif- 
ferences in the size of the two breasts. This growth 
and development is dependent on the circulating 
female sex hormones. If menstruation occurs nor- 
mally, hormone therapy of any kind is contraindi- 
cated because it may upset the normal cycle. There 
is no other medication that will increase the size 
of the breasts. It should be recalled that much of 
the average breast is made up of subcutaneous fat. 
Such fat is usually deposited in the breasts and but- 
tocks during the years that the breasts are develop- 
ing. Inadequate nutrition may accordingly ad- 
versely affect the size of the breasts. This can be 
corrected by insuring an adequate food intake. De- 
rangements of the thyroid function or other meta- 
bolic disturbances should be corrected if present. 
Atrophic changes in the breasts postpartum usually 
occur only because of a state of malnutrition where 
the fat is used for metabolic purposes. More rarely 
following lactation the menstrual cycle fails to re- 
turn. This may be due to end-organ failure or a 
disturbance of pituitary, thyroid, or ovarian func- 
tion. Under such circumstances correction might 
include cyclic therapy with estrogen and proges- 
terone. There is no known evidence that the local 
use of estrogen on the breasts is of any value. 


ANSWER.—Teenagers are a subject of much dis- 
cussion; their habits, dress, and conversation are 
distinctive. The female teenager is a competitive 
individual. It is healthy that these girls, or their 
parents, consult a doctor regarding small breasts. 
The interview should be thorough, the physical ex- 
amination complete, and needed laboratory tests 
employed. If there is no congenital, hormonal, psy- 
chic, or pathological cause found, the matter should 
be discussed at length with the patient and the par- 
ents. The acceptance of a soft molded rubber pad 
is the simplest solution. Estrogen therapy in most 
instances will produce a swelling of breast tissue. 
The doctor should be familiar with the agent and 
with the patient; in the majority of patients medi- 
cation is not recommended. The local application of 
estrogen is probably the least harmful and the least 
effective. 

The multipara who has “lost” breast tissue most 
likely had some of the problems previously discussed 
and in addition has experienced pregnancy, lacta- 
tation, and nursing or failure to nurse. Such fairly 
uncommon pathological processes as pituitary dis- 


ease, other alterations of endocrine glands, and a 
psychic or behavior incident may be causative; or, 
most common, there might be no demonstrable 
cause. There are a few reported incidences of breast 
atrophy in women who were given hormone prep- 
arations (usually containing androgenic substance ), 
but these are probably coincidental. Suppression 
of lactation is widely employed; if marked breast 
changes followed, certainly it would be evident in 
the voluminous reports. From scientific and other 
reports, surgery is being increasingly employed in 
an effort to increase the size and shape of the 
breasts. Tissue transplants (usually fat), various 
synthetic materials, and metals have been used. 
There is no assurance of complete satisfaction; 
many methods are temporary or uncomfortable, 
reoperation is common, and some methods can be 
dangerous. Exercises and massage have been ad- 
vocated, but again careful study, sympathetic under- 
standing, complete explanation, and artificial de- 
vices are probably the most sensible solution. 


TREATMENT OF BASILAR ARTERY 

INSUFFICIENCY 

To tHE Eprror:—Please give information on the 
advised length of therapy with anticoagulants 
in a 55-year-old man who has a basilar artery 
insufficiency syndrome secondary to cerebral ar- 
teriosclerosis. The patient has been on anticoagu- 
lant therapy for approximately six months follow- 
ing the acute episode, with no recurrences. 
Should the anticoagulants be used indefinitely? 

M.D., Florida. 


ANSWER.—The optimal length of time that antico- 
agulant therapy should be used in episodic insuffi- 
ciency of the basilar arterial system has not as yet 
been established. The description of this syndrome 
and treatment with anticoagulant drugs were made 
only three years ago. A highly variable response 
has been observed among patients in whom anti- 
coagulant therapy has been discontinued; i. e., some 
patients have remained symptom-free after only a 
few months of such treatment; other patients have 
sustained massive thrombosis of the involved artery. 
The current practice is to continue the anticoagu- 
lant therapy for 6 to 12 months and then reevaluate 
the problem. If the decision to discontinue the 
medication is made, definite plans need to be made 
for emergency anticoagulant therapy, should new 
trouble occur. There appears to be no reason why 
the anticoagulants cannot be used longer or indefi- 
nitely, provided, of course, that no specific contra- 
indication develops. 


Answer.—Anticoagulant therapy is definitely in- 
dicated when the physician can be reasonably cer- 
tain that an abnormal tendency to thrombosis (and 
therefore of emboli formation) exists. Anticoagu- 
lant therapy affects the blood, not the blood vessels, 
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and is not indicated when vascular insufficiency is 
due to narrowed vascular channels, localized lesions 
such as congenital aneurysms, or hypertensive ar- 
terial disease. These are disorders affecting the 
blood vessels, not the blood, Anticoagulant ther- 
apy does not alter the course of arterial] disease. 
The hazard of contributing to intracranial or other 
hemorrhages cannot be ignored. The query does 
not mention the lability of the arterial tension in 
this particular patient nor whether he is anemic or 
not. These two factors markedly effect the efficien- 
cy of the cerebral circulation and nutrition of the 
brain. Reduction of arterial hypertension may be 
much more dangerous than normal clotting. Anti- 
coagulants do not and cannot improve cerebral 
blood flow, nor do they arrest vascular deteriora- 
tion. They treat but one of several phenomena in- 
volved in a cerebral arterial occlusion. The hazard 
of hemorrhage exists even if thrombotic occlusion 
has caused one infarction. Such treatment is more 
often than not applied with too little consideration 
of individual appropriateness. 


UNILATERAL PTOSIS 

To THE Eprror:—A 59-year-old woman has a uni- 
lateral ptosis (no anisocoria) and a definitely 
measurable enophthalmos which she states was 
initially noted a year previously. The pupillary 
reflexes of the involved side are normal. The 
extraocular muscles are normal. There are no 
pseudomotor or vasomotor changes on the in- 
volved side, and a neurological examination is 
entirely negative. A neostigmine bromide test has 
produced no discernible change on two occasions, 
and the use of sympathetic stimulants, such as 
ephedrine, have produced no discernible change. 
What may be responsible for this partial “Horn- 
er's syndrome”? M.D., Washington. 


ANsweER.—It is stated that the patient has uni- 
lateral ptosis and enophthalmos without pupillary 
or other changes and, consequently, that she has a 
Horner’s syndrome. It is important to know, how- 
ever, whether this is a true ptosis with paralysis or 
weakness of voluntary elevation of the lid or wheth- 
er this is a pseudoptosis in which the lid partially 
covers the eyeball, but can be raised voluntarily. 
In a Horner’s syndrome we see a pseudoptosis, but 
voluntary elevation is normal. If this is a Horner's 
syndrome, one must postulate involvement some- 
where along the sympathetic pathways. The lesion 
may be in the brain stem, cervical portion of the 
spinal cord, sympathetic outflow, along the cervical 
sympathetic chain, or even higher, involving the 
postganglionic fibers which go up along the carotid 
artery. Even though associated neurological ab- 
normalities have not been found as yet, the patient 
should be carefully followed for the development of 
other manifestations which may aid in localizing 
the site of the lesion. On the other hand, if this is a 
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true ptosis and the enophthalmos is apparent rather 
than real, one must consider a partial lesion of 
the 3rd nerve, which in this age group would most 
likely be of vascular origin or associated with an 
aneurysm. The patient should be carefully evalu- 
ated for associated phenomenon here in order to 
localize the lesion. One should look especially for 
involvement of other cranial nerves, especially 
nerves 5, 4, and 6, and if there is progression 
of this difficulty, an arteriogram is indicated. 


PUNCTURE WOUNDS FROM 

BALL-POINT PENS 

To rue Eprror:—Has there been any experience 
with puncture wounds from ball-point pens, and 
if so, have they led to any unusual foreign-body 
reactions following the possible deposition of 
pigment materials? Are there any suggestions for 
treatment other than excision and débridement 
of the affected tissue? 

J]. S. Felton, M.D., Oklahoma City, Okla. 


ANnswer.—The current literature contains no sig- 
nificant remarks on this problem. Undoubtedly, a 
significant numbers of unreported injuries with these 
pens do occur. In respect to surgical treatment, the 
indications would be those governing the removal 
of material possibly conducive to tattoo marks. The 
disfigurement related to surgical intervention must 
be weighed against the theoretical danger of dis- 
figurement from the original injury. Depending on 
the circumstances, protection against tetanus would 
be a consideration. In general, it would not seem 
justifiable to employ antitetanic serum, in view of 
the potential inconveniences associated with its use. 
However, a small booster injection of tetanus toxoid 
(preferably fluid toxoid) would give a feeling of 
security, provided (1) the patient has had previous 
basic immunization, (2) untoward reactions (not 
very common) have not attended its previous use, 
(3) an epidemic of poliomyelitis is not prevalent 
(danger of localized postinoculation paralysis ), and 
(4) a minimally needed dose of tetanus toxoid is 
used (0.1 ml., injected by use of tuberculin syringe, 
and employing same needle for withdrawal and in- 
jection of the material). 


ANSwER.—Numerous types of ink exists for ball- 
point pens, with different colors and different for- 
mulations by manufacturers. Some are water sol- 
uble; some are not. The purple ink may contain 
crystal or methyl] violet. This particular ink material 
may be more active than others on tissues. This dye, 
as found in indelible pencils, long has been known 
to provoke unwanted inflammation, notably in the 
eye. Although this dye, as gentian violet, is widely 
used in therapy, it is a fairly common allergen. 
Almost any ball-point ink may lead to tattoo marks 
in and under the skin. Some slowly disappear; others 
prove to be permanent. Even ordinary fountain pen 
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inks my lead to permanent tattooing. Inquiries 
established that many physicians have knowledge 
of an occasional instance of ball-point pen puncture 
wound with tattooing, but extensive organized ex- 
perience was not located. As to débridement, it 
appears desirable to delay decision for some weeks 
or months to establish the degree of spontaneous 
disappearance. in the absence of such, débridement 
for cosmetic purposes may prove warranted. 


INABILITY TO RECORD BLOOD 
PRESSURE READINGS 


To THE Eprror:—What are the causes for lack of 
being able to detect either systolic and diastolic 
blood pressure, especially in the aged? 


John A. Mangieri, M.D., Bangall, N.Y. 


Answer.—Obstruction due to arteriosclerosis is 
the most likely cause in the aged. This may be 
part of the aortic arch syndrome, in which one or 
more of the great vessels arising from the aortic 
arch is involved. Less likely causes include dissect- 
ing aneurysm, arterial embolism, and congenital 
vascular anomalies, including coarctation. Arteritis 
of unknown origin (pulseless disease or Takayasu 
syndrome) is another possibility. This condition is 
more common in younger individuals. In these 
conditions the pulses in the arm are more likely to 
become impalpable before the blood pressure be- 
comes completely unobtainable by the Korotkov 
sounds. It is assumed that the patient is not in shock 
or syncope. An elevated systolic blood pressure and 
zero diastolic are compatible with aortic insuff- 
ciency. 


POLIOMYELITIS VACCINE AFTER 
TRANSVERSE MYELITIS 


To THE Eprror:—Is it considered advisable to give 
Salk vaccine to a man, aged 45, who 10 years 
ago, following smallpox vaccination, developed a 
severe postvaccinal transverse myelitis? He has 
recovered quite fully. M.D., New Jersey. 


ANswerR.—Paralytic poliomyelitis attack rates are 
very low at age 45. However, in the United States 
during 1956 almost 2% and during 1957 over 2.5% 
of reported paralytic cases have been in persons 
40 years of age or older. No data have appeared 
suggesting that a past history of neurological dis- 
ease represents a contraindication to poliomyelitis 
vaccination. During the 1954 field trials of polio- 
myelitis vaccine, careful evaluation of all illnesses 
occurring in the study groups revealed that neuro- 
logical and allergic diseases, representing possible 
vaccine reactions, occurred as often in the placebo- 
inoculated as in the vaccinated group. During the 
past two years a small number of neurological ill- 
nesses occurring in recently-vaccinated individuals 
has been reported to the Poliomyelitis Surveillance 
Unit of the Communicable Disease Center, Public 
Health Service, Atlanta. The neurological manifes- 
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tations in these few cases have been diverse, with 
no common clinical pattern apparent; neither has 
a past history of neurological disease been common 
to these patients. Thus, there is little evidence to 
suggest that these neurological reactions represent 
other than the expected coincidental occurrence of 
such illnesses. However, if it is assumed that an 
encephalomyelitic reaction to Salk vaccine may 
occur in rare instances, the only hypothetical con- 
traindication to such vaccination in a patient with 
a past history of postvaccinal encephalitis might 
possibly be the data discussed by Miller, Stanton, 
and Gibbons (Brit. M. J. 1:668, 1957), indicating 
that some patients surviving one postexanthematous 
encephalitis have suffered further neurological dis- 
orders in relation to another fever or nonspecific in- 
fection. 


ALCOHOLISM 
To tHe Eprror:—It is said that alcoholism is a 
result of a mental obsession and physical allergy. 
If this idea is accepted, how would the physical 
allergy be defined or explained? 
Thomas E. Fulghum, M.D., Augusta, Ga. 


ANSWER.—This consultant does not know of any 
relationship of alcoholism to physical allergy. Phys- 
ical allergy is an abnormal reaction of the body to 
heat, cold, light, pressure, or trauma and is usually 
characterized by urticarial lesions, asthma, or co- 
ryza. Alcoholism is often associated with a psycho- 
neurotic or psychotic disorder and may be a symp- 
tom instead of a disease sui generis. 


SYSTEMIC LUPUS ERYTHEMATOSUS 


To THE Eprror:—A 45-year-old woman has been 
suffering from discoid lupus erythematosus for 
about 10 years. In the last three years she has 
developed a typical picture of systemic lupus 
erythematosus with generalized puffiness and se- 
vere arthralgias. About two years ago she had to 
undergo a right midthigh amputation because of 
arterial occlusion. Lately she has gained over 30 
lb., though on ther, py with mercurial diuretics. 
In spite of administration of ACTH and corti- 
costeroids, the patient's electrolyte level and all 
other blood laboratory findings are normal, but 
her condition is getting definitely worse and un- 
bearable. Please advise on hemotherapy. 


Leon S. Gray, M.D., Kingston, N. Y. 


Answer.—Kurnick’s article (A. M. A. Arch. Int. 
Med. 97:562, 1956) closes with the following state- 
ment, constituting the best evaluation of hemo- 
therapy for systemic lupus erythematosus that can 
be offered today. “The results are encouraging and, 
we believe, deserve extension. However, the great 
variability in the manifestations of the disease and 
the occurrence of spontaneous remissions necessi- 
tate caution in the interpretation of the data. Proper 
evaluation of the clinical results awaits the accu- 
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mulation of a much larger series over a longer pe- 
riod.” It should be remembered also that Kurnick 
claimed “good” results in only 7 of the 12 patients 
studied. His series is small and the period of obser- 
vation short. On the other hand, the prognosis in the 
described patient seems poor and the response to 
corticosteroids limited. Therefore, there is no reason 
for withholding this type of therapy. According to 
Godman and Deitch (J. Exper. Med. 106:575, 1957 ) 
the interpretation of the experimental work on 
which this type of treatment is based is open to 
question. If all else fails, splenectomy might be 
considered in this patient. 


PROPHYLACTIC TREATMENT OF ASTHMA 

To THE Eprror:—Sometimes it becomes necessary 
to use long-term tetracycline prophylactic treat- 
ment in a patient with chronic infectious asthma. 
A serious drawback to this therapy is the expense 
of the antibiotic to the patient. What would be 
the smallest possible effective daily dose for an 
80-lb. child; a 150-lb. adult? Would an intermit- 
tent course of therapy (for example, one week on 
medication and one week off) be just as effective? 
Would reactions in allergic patients be more fre- 
quent with the use of penicillin or sulfonamides, 
which are less expensive than tetracycline? 

Frank L. Rosen, M.D.,-Newark, N. J. 


ANsSwER.—The smallest possible effective daily 
dose of tetracycline for an 80-lb. child is 600 mg. 
per day; for a 150-lb. adult, 1,000 mg. per day. An 
intermittent course of therapy, two weeks on and 
one week off, would be effective. Reactions in al- 
lergic patients are not much more frequent with use 
of penicillin and sulfonamides, although one should 
be on the lookout for the earliest possible manifes- 
tations of such reaction and discontinue the drug 
therapy immediately. Sulfonamides are especially 
prone to give reactions. 


DIAGNOSIS OF PERIARTERITIS NODOSA 
To tHE Epiror:—Please give information about the 
use of the Trichinella skin test in the diagnosis 
of periarteritis nodosa. 
Emanuel Goldberger, M.D., New York. 


ANswerR.—The use of the Trichinella skin test is 
of value in the diagnosis of periarteritis nodosa only 
insofar as it aids in establishing or excluding the 
existence of trichinosis. The latter has some clinical 
features in common with periarteritis nodosa, no- 
tably, fever, muscular tenderness, evidence of multi- 
ple system involvement, and eosinophilia. It thus 
enters into consideration in the differential diagno- 
sis of periarteritis nodosa. The technique of the test, 
the types of reaction and their interpretation, the 
limitations of the test, and its correlation with sero- 
logic tests such as complement fixation, precipitin, 
or microflocculation tests are described in most 
textbooks of clinical pathology, e. g., “Clinical Labo- 
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ratory Diagnosis” ed. 5, by Levinson and MacFate 
(Philadelphia, Lea & Febiger, 1956, p. 984.). The 
skin test is highly specific for trichinosis but must be 
evaluated in the light of the total clinical picture. 
Tissue biopsy of course provides the conclusive 
diagnosis in both diseases. 


REPEATED CONGENITAL ANOMALIES 


To THE Eprror:—A woman has had two children. 
Each time, the child, born at term, has had the 
tetralogy of Fallot. The mother is normal on phys- 
ical examination. Her basal metabolic rate is 
—21%. She is most anxious to have a third child 
if her chances of producing a normal child are 
good. What is the likelihood of her producing a 
third congenital cardiac child? 


J. Paul Proudfit, M.D., Washington, Pa. 


ANsweER.—The low basal metabolic rate makes 
one hesitant about making a forthright prognosis of 
having as good a chance as the average mother of 
producing a normal baby. The risk is not specifical- 
ly one of tetralogy of Fallot, and no doubt thorough 
physical examinations (including x-rays ) of the chil- 
dren would reveal more than one congenital anom- 
aly. Similarly, more information about the mother’s 
general, gynecologic, and endocrine health is need- 
ed to evaluate the case more than superficially. The 
practical point, however, is that before she is en- 
couraged to “try again,” all remedial defects of her 
own health—and the hypothyroidism is the only one 
listed—should be rectified. 


AGAMMAGLOBULINEMIA 


To tHE Eprror:—A medical record librarian has 
asked for medical help on the coding of agam- 
maglobulinemia, since this term is appearing in 
the literature more and more. M.D.., Missouri. 


Answer.—There have been repeated requests for 
a code number for agammaglobulinemia, and it is 
the decision of the committee on hematology that 
three codes are required: 
5122-011 Agammaglobulinemia, congenital 
5122-x80 Agammaglobulinemia, acquired 
The supplementary term, 5x1 Agammaglobu- 
linemia, may be used for secondary agammaglobu- 
linemia, and in this instance the disease must be 
specified. 


CORONARY OCCLUSION 

To THE Eprror:—Is there any difference in nomen- 
clature between coronary occlusion and coronary 
thrombosis? M.D.., Illinois. 


Answer.—Coronary occlusion and coronary 
thrombosis refer to an identical situation. A coro- 
nary occlusion occasionally is due to an embolus, 
but the vast majority of occlusions are due to a 
thrombus; hence, the terms coronary occlusion and 
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coronary thrombosis are interchangeable. Myo- 
cardial infarction, on the other hand, is the end re- 
sult of a coronary occlusion, and this term refers 
to the ischemia and softening of the area of heart 
muscle that has been deprived of its adequate 
blood supply. A severe, acute attack of orthopnea, 
if of cardiac origin, indicates left ventricular in- 
sufficiency. The direct causes of this insufficiency 
are varied, the commonest being coronary throm- 
bosis and severe hypertension. 


A. M. A. FELLOWSHIP 


To tHe Eprror:—What procedure should a physi- 
cian follow in applying for fellowship in the 
A, M. AP M.D., California. 


Answer.—The A. M. A. fellowship category was 
abolished in June, 1952. Now the only recognized 
A. M. A. membership which is available to a phy- 
sician in private practice is through his local county 
and state or territorial medical society. 


TREATMENT OF CREEPING ERUPTION 


To tHe Eprror:—Concerning the query on. the 
treatment of creeping eruption (larva migrans) in 
THe Journat, Nov. 30, 1957, page 1769, I have 
found electrodessication along the tract and ad- 
vancing to the end of the burrow with a fine Hy- 
frecator needle most effective. Two, and some- 
times only one treatment is necessary, and it is 
practically painless, requiring no local anesthesia. 

Henry J. Kingsley, M.D. 

29 and 30 N. E. M. House 

Fort Street, 8th Avenue 
Bulawayo, Southern Rhodesia. 


The above comment was referred to the con- 
sultant who answered the original question, and 
his reply folllows.—Eb. 


To THe Eprror:—The principle of destruction of the 
larva at the advancing end of the burrow by su- 
perficial dessication with a fine diathermy needle 
is a sound one. However, it would require a con- 
siderable degree of skill, since the larva is often 
located 1-2 cm. beyond the visible end of the 
burrow and may be progressing at any angle— 
hence, the logic of freezing a circular area 2.5 
cm. around the end of the burrow. This same 
area could be dessicated, but hardly with less 
pain and destruction than that caused by super- 
ficial freezing. However, the need for dessication 
along the tract through which the larva has al- 
ready passed is questioned. This will not kill the 
larva and might delay healing. 


AMYOTROPHIC LATERAL SCLEROSIS 


To tHe Eprror:—In Tue JournaL under Queries 
and Minor Notes, (165:2141, [Dec. 21] 1957), 
there is an inquiry as to whether boiler clean- 
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ing agents may be a cause of amyotrophic lateral 
sclerosis. There is no evidence whatever that 
trauma, neoplastic growths, or herniated disks 
may cause or influence the course of amyo- 
trophic lateral sclerosis, for which the cause is 
quite unknown. To make a statement implying 
such is to offer unprincipled persons medical 
sanction for collecting industrial compensation 
falsely because of amyotrophic lateral sclerosis, 
and it misleads the uninitiated medical reader 
with the implication that these agents are 
“known” to cause that disease. Of course, trauma, 
neoplasms, and herniated disks may damage the 
spinal cord so as to produce atrophy and spastic- 
ity, but a good neurologist can distinguish these 
changes from genuine amyotrophic lateral sclero- 
sis, which is a pathologically specific disease. 

Roland P. Mackay, M.D. 

Willoughby Tower 

8 S. Michigan Ave. 

Chicago 3. 


URINE STAINING 
To tHe Eprror:—In the Queries and Minor Notes 
section of THE JourNAL for Nov. 9, 1957, page 
1358, a question is asked about urine staining of 
clothing. In addition to the microscopic examina- 
tion of the urine mentioned by the consultant, 
studies should be made in this patient for alkap- 
tonuria. This rarely encountered metabolic de- 
fect in the metabolism of phenylaminopropionic 
acid and tyrosine is characterized by the excre- 
tion of homogentisic acid. If homogentisic acid 
is present a black precipitate is formed. Abnor- 
mal urinary excretion of porphyrins and occasion- 
ally of melanin might also cause this complaint. 
Thomas T. Tamlyn, M.D. 
115 E. 72nd St. 
New York 21. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To THE Eprror:—There is no question about the 
validity of the suggestions as regards staining of 
the underwear with accumulated urine. The orig- 
inal answer, however, took care of all of the 
usual and commonly found causes. The most 
common one, of course, is stricture of the ure- 
thra; second is chronic prostatitis and seminal 
vesiculitis. The rarely encountered metabolic dis- 
eases which are manifested by the excretion of 
homogentisic acid in the urine will definitely 
cause staining. It is also true that melanin in the 
urine in porphyrinuria would cause this. To this 
should also be added the rare disease alkaptonu- 
ria. All of these diseases are most uncommon and, 
undoubtedly, would rarely be seen by the aver- 
age physician. 
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CONFIRMED THERAPEUTIC UTILITY 


Pro-Banthiné “proved almost invariably 
effective in the relief of ulcer pain, 


“Our findings were documented by an intensive and 
personal observation of these patients over a 2-year 
period in private practice, and in two large hospital 
clinics with close supervision and satisfactory follow- 
up studies.”* 

Among the many clinical indications for Pro- 
Banthine (brand of propantheline bromide), peptic 
ulcer is primary. During treatment, Pro-Banthine has 
been shown repeatedly to be a most valuable agent 
when used in conjunction with diet, antacids and es- 
sential psychotherapy. 


in depressing gastric secretory volume and in 


inhibiting gastrointestinal motility.”* 


Therapeutic utility and effectiveness of Pro-Banthine 
in the treatment of peptic ulcer are repeatedly referred 
to in the recent medical literature. 

Pro-Banthine Dosage 
The average adult oral dosage of Pro-Banthine is one 
tablet (15 mg.) with meals and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 

*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro-Banthine in 
the Treatment of Peptic Ulcer. A Clinical Evaluation with Gastric 


Secretory, Motility and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956, 
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a new 
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PRESCRIBING 
FOOD FOR 
TREATMENT 


MERITENE is a concentrated 
form of protein food prescribed 
when ordinary foods must be 
supplemented. 


e In debilitation 

e In stress conditions 

e In ulcers and other special diets 
e In total liquid feedings 


Concentrates 
high nutrition 
in a small volume 


x 


eritent 


ritene 


The good-tasting 
protein-vitamin-mineral supplement 
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NOTICE 


OPHTHALMIC PLASTIC SURGERY EXPERIENCE 
for residents completing training or ophthalmologists in 
practice desiring more experience; special interest plas 
tic ophthalmic surgery; assistantship to autho of 
surgical eye text; precepteeship has now been continu 
ous for seven years; duration each appointment six to 


twelve months; $600 per month. Write: Box 5672, 
AMA 

DIETICIAN FULLY QUALIFIED; ADA REGIS 
tered; to prepare and supervise general and therapeutic 
diets; Bethania Hospital, Wichita Falls, Texas; 
bed capacity at present; will double by 1959; remodel 
ing and expansion now in progress. Box 5663, % AMA 


BASAL TEMPERATURE CHARTS—TOMPKINS; FOR 
study and treatment of sterility cases; sample giadly. 
Tech-Art Publications, 1660 Sacramento Street, San 
Francisco 9, California. 


ASSISTANTS WANTED 


WANTED IMMEDIATELY—ASSISTANT PHYSICIAN; 
tuberculosis hospital; Ohio; experience in tuberculosis 
preferable but not essential; full maintenance; salary 
open. Box 5665 B, % AMA. 


ILLINOIS GENERALIST; OPERATING WELL 
equipped 21 bed hospital wants one or two young as 
sistants, home and office plus contract for $10,000 mini 
mum yearly; chance for growth with institution $0x 
5658 B, % AMA. 


ASSISTANT WANTED—LEADING TO PARTNERSHIP 
in general practice; $12,000 plus percentage; ambitious 
man can net $15,000-$20,000 first year; suburban New 
York City; state qualifications and availability. Box 
5639 B, % AMA. 


PHYSICIANS WANTED 


PHYSICIAN — SANATORIUM; SALARY $12,006 TO 
$14,004 yearly; serves as head of a major division of a 
state tuberculosis sanatorium located in Michigan s 
upper peninsula; must be able to get a license to prac 
tice medicine in Michigan and have one year of ex 
perience as a physician specializing in the diagnosis 
and/or treatment of tuberculosis; liberal vacation plans; 
generous sick leave allowance, plus all other attrac 
tive Michigan Civil Service benefits. Write: Michigan 
Civil Service, Lansing 13 Cc 


PHYSICIAN WANTED—FOR ASSOCIATION SUMMER 
1958; general practitioner preferably with 2 year in 
ternship or few years experience; interest surgery and 
obstetrics necessary; preter but not essential AAGI 
member and common background; beginning salary if 
necessary; northeast area of Sacramento, California 
Write qualifications for interview. Box 5692 C, % 
AMA, 


PSYCHIATRIC HOSPITAL SUPERINTENDENT—AP 
plications invited for the superintendency of outstand 
ing sta mental hospital located in college town 
ly associated with the university in its well rounded 
treatment, active research and teaching program; has 
one of the highest employee-patient rati6s in America; 
Board Certification required; salary $16,000 to $19,000; 
inquiries considered confidential. Box 5697 C, % AMA 


close 


WANTED—STAFF PHYSICIAN; FOR INSTITUTION 
for mentally deficient; graduate class A medical school; 
internship; between ages 28 and 40; no Florida license 
required for 2 years; unfurnished quarters as part 
compensation; salary $7,500 to $8,000 depending upon 
qualifications. Apply: Dr. C. H. Carter, Chief Physi- 
cian, Sunland Training Center, P. O. Box 508, Gaines 
ville, Florida. 


ANESTHESIOLOGY—-WANTED; GRADUATE CLASS A 
medical school; American Board eligible; for full time 
position as instructor, southeastern medical college ; pri- 
mary duties: clinical anesthesia and supervision of 
residents; salary: $10,000 to $12,000, depending on 
qualifications; opportunity for advancement; social se 
curity benefits; State Teachers’ Retirement; hospitali 
zation and life insurance. Box 5671 C, % AMA 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST 
for full time hospital practice at the Memorial Medi- 
cal Center, Williamson, West Virginia; starting com- 
pensation $22, ; Progressive pay scale. For details, 
address: The Clinical Director, Miners Memorial Hos- 
Association, 1427 Eye Street, N. W., 


WANTED—TO WORK WITH PSY- 
ts in 3,000 bed hospital; Goldsboro, 
North Carolina; pleasant surroundings; 80 miles from 
Atlantic Seacoast; salary depending upon qualifica- 
tions; eligibility for North Carolina license required 
Write: Superintendent, State Huospital, Goldsboro, 
North Carolina. 


PHYSICIANS 
chiatric patie 


(Continued on page 82) 
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PTCGHANCY 
Junket’rennet- 
custards furnish all 

the nutrients of milk 
ina pleasant, more easily 
assimilable form. 


RENNET POWDER 


makes fresh milk into 


rennet-custards 
—7 tempting flavors 


“JUNKET” Reg. U.S. Pat. Off. for Renn 
and other Food Produ iets mfd. by Chr. Hansen’ kak Deo 


“Why, yes, doctor, I used to wane up wi with a grouch 
ut she’s spending the s season in Florida.” 


with 
tranquilization... 


problems 
outweigh 

benefits? 


HALABAR eases emotional and skeletal muscle 
tensions, assuring pleasant relaxation. 

No instances of bizarre dreams, 

nasal congestion, skin rash, photosensitization, 
gastric hypersecretion, dryness of mouth, miosis, 
allergic reactions or liver damage have 

been reported. ECONOMICAL for long-term use. 


Halabar 


GENTLE, PREDICTABLE RELAXANT 


Each Halabar tablet (yellow) contains 
butabarbital, 16 mg.; mephenesin, 300 mg. 
Each Halabar No. 2 tablet (green) contains 
butabarbital, 28 mg.; mephenesin, 300 mg. 
DOSAGE: Usually one tablet after meals, 
and at bedtime if needed. 


CARNRICK 


G. W. Carnrick Company / Newark 4, New Jersey 


| 
~ | 


EPR 


. 
CP 
a 
| 
¥ 
i 
: 
itd 
: 
: 


“DEPROL” specifically combats 

‘depression without masking 
it with euphoria. 
Disturbed sleep, a frequent 
manifestation of depression, 
is readily relieved without 
depressive aftereffects. 


“‘DEPROL” has proved so 
effective in cases of severe 
depression that patients 
could often be spared 
electroshock therapy.* 


# Relieves depression without 
euphoria—not a stimulant 

= Restores natural sleep 
without depressive 
aftereffects—not a hypnotic 


s Rapid onset of action 
« Side effects are minimal 
and easily controlled 


Composition: Each tablet 
contains 400 mg. meprobamate 
cdicarbamate) 
and 1 mg. benactyzine HCl 


(2.diethylaminoethy! benzilate hydrochioride} 


Average Adult Dose: 1 tablet c.i.d. 


*Alexander, L.: Chemotherapy of depression— 
The use of meprobamate combined with 
2-diethylaminoethyl benzilate hydrochloride 
(benactyzine). J.A.M.A., 166: 1019, Mar, 1, 1958 


Literature and samples on request 


(i WALLACE LABORATORIES, New Brunswick, N. J. 
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A A brand 
% PIPERAZINE N 
This wormy 
~Piperazine Citrate, 100 mg. per ce. 
—Piperazine Citrate, 250 or 500 mg., scored 
—Piperazine Phosphate, 500 mg. 
Literature available on request 
BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York ° 
(Continued from page 78) WANTED—BOARD CERTIFIED PATHOLOGIST FOR 
full time hospital practice in professional care program 
WANTED — BOARD CERTIFIED OBSTETRICIAN- of the Miners Memorial Hospitals; starting compensa- 
gynecologist for full time hospital practice in profes- tion $20,000: progressive pay scale. For details, ad- 
sional care program of the Miners Memorial Hospitals; dress: The Clinical Director, Miners Memorial Hospital 
cearties compensation $18,000 to $20,000; progressive Association, 1427 Eye Street, N. W., Washington, D. C 
pay scale. For details, address: The Clinical Director, 
Miners Memorial Hospital Association, 1427 Eye Street. GENERAL PRACTITIONER — TOWN OF 1,600 IN 
N. W., Washington, D. C. c White Me ountain area of New Hampshire; unopposed 
semi-industrial practice; open staff ne hospital 20 
PSYCHIATRISTS WANTED—SALARY $7,570 TO $12,- minutes distance ; cupeliont skiing. hunting, fishing and 
685 depending upon qualifications ; 25% ‘additional if golf; equipped office with x-ray; doctor left to special 
Board jee ret not to exceed $13,760; approved three ize. Box 5688 C, % AMA ; 
western University : hourly commuting distance Chicsgo: PHYSICIANS WANTED—TO WORK WITH PSYCHI 
citizenship required. Write; Manager, Veterans Admin- atric patients in 2.400 bed hospital; suburb Chicago; 
istration Hospital, Downey, North Chicago, Illinois. C salary ranges $7,570 to $12,685 depending upon qual- 
Northwestern affiliate; citizenship 
WANTED—BOARD ELIGIBLE PEDIATRICIAN FOR required. rite; anager, cterans Administration 
17 man well established group; 2 man department: Hospital, Downey, North Chicago, Illinois Cc 
medical school affiliation; associated; excellent expand- RESIDENT PHYSICIAN NEW YORK STATE LI- 
ing 130 bed hospital; junior p rtnership after 2 years; cense; or one eligible to take State Board; for 100 bed 
good salary; travel expenses paid; applicants invited for general hospital; expansion program in progress; one 
personal interview. Apply: Dr. Charlies Holzer, Holzer with 
A inic, ; " a age salary $500 monthly. Shore Roac ospital, Shore 
Hospital and Clinic, Gallipolis, Ohio. c Road at 91st Street, Brooklyn, New York. Cc 
GENERAL PRACTITIONER WANTED—TO ASSOCI- 
ate with young general practitioner in southeastern 
Pennsylvania town of 4,000 near Philadelphia ; older 7 J heepital being built; city located near Atomic En- 
associate had coronary ; excellent hospital affiliations; on’s National Reactor Testing Station: 
ideal social and intellectual community. Box 5695 C, good fishing, hunting, schools, churches. Box 5690 C, 
Yo AMA. % AMA 
var gs 


J.A.M.A., March 22, 1958 


3rd- 18S N.WABASH AVE. 
CHICAGOe | 
ANN WOODWARD Ditectol, 


of, the counseling Lorwrice to 
medicine 


GENERAL PRACTICE: (r) W/1-3 vrs trng in med or 
surg; assn, exceptionally well-estab GP, (AAGP): 
new 20 rm cl designed for 2 men; lab & x-ray; 3 
RN’s: substantial, lead’g to full prtnrshp; 3-5 yrs: 
So. Mich. (s) GP w/anes; 6 man orp; $12,000 Ist yr 
plus exp & insur then incres’g ° of profits to equal 
share; attrac smi twn; Calif. (t) Assn, 3 man GP 
orp, unit of tong est specialty grp located nearby 
twn; beaut Lake area not far from Rochester, Y: 
$12,000; participat’g bonus, 2nd yr; mod, 5 rm apt, 
all utilities, $35.00 mo. (u) Foreign; One capable 
maj & minor surg—emphasis, abdominal & chest wk; 
living quarters & transportation furn'd; 

contract, — which 3 mo vacation: Tropics. 

INDUSTRIAL MEDICINE: (e) Med dir, 2 plants, well- 
Known co: semi-heavy metal indus; 3500 employ 
exec offices; mod med cntrs; attract twn 
15,000; 2 hr to Ige city; MW 

INTERNAU MEDICINE: (a) Assn, outstand’s orp w/ own 
fully apprv’d, {25 bd, tehg hsp; cancer clinic: 
$14,000; substantial increases; prtnrshp: ige city. 
sevi med schis; MW. (b) NYC home ofc, maj co; 5 
day wk; duties, med care ofc personnel; emergency. 
prev med, diag cl exams; 5 MD’s & Ige staff; $12,500 
(c) Assn, dept staffed 6 internists; 25 man grp, ma- 
jority Bd men; outstnd’d facilities; $12-15,000 w/ex- 
cel increases includ’g prtnrshp; W. (d) Assn w/7 
GP's; operate 2 hsps (50 bds); in 2 communities 
(pop 5,000); $12,000 plus 35% of 90°; Calif. 

OALR: (r) Oph; assn w/Dipl, both oph & oto; 50 man 
orp, majority Dipis; own fully apprvd, 200 bd tchg 
hsp. med schi affil; $15-20,000; substantial increases: 
S. (s) Oto; assn w.oto & also Oph, both Bd men; 
very busy pract; expnd’g twn 35,000 on Lake Mich; 
very good financial arrngmt; Wisc 

OB-GYN: (r) Hd dept: orp 4 yng specialists, well-es- 
tab’d; new 100 bd apprv'd hsp: $12-14,400 Ist yr, 
substantial increase; prtnrshp: MW. (s) Assn w Bd 
Ob-gyn, FACS; one able do maj sums independently: 


metropolis; univ med ecntr: E. (t) Assn 10 man orp 
(5 Cert’ qd); twn, 30,000; $12 000: eligible prtnr. 
: West 


3 yrs 

ORTHOPEDICS: (e) Hd dept, 14 man orp expand’g to 
20: to $20,000 Ist yr; % 2nd; then full prtnrshp: 
MidS. (f) Assn w. Mayo trnd ortho: !7 man grp, 
mostly Dipls, estd 30 yrs; ge ge equipped phsio- 
therap dept: new million oi to $20,000; 
prtnrshp 2-3 yrs; college twn 30.0 NW. 

PATHOLOGY: (k) ef Mept: Dipl; 130. bd hosp; % basis 
w/quar of $18,00 NW. (i) Assist to ert Path: 
very busy pract; 306 bd fully apprvd hsp; to $25,000: 
dept, vol geni JCAH, 200 bd hsp: lovely 

servg area 300, 000: 

PEDIATRICS: Hd dept, 8 Bd men est outstandg 
facil; sal open; prtnr 3 ad netting $25,000; attrac 
two nr univ med centr; MW. (m) Assn, 2 Bd ped; 
15 man orp; expansion prog; new ci bidg; attrac twn 
10,000; vie Bay area, Calif. (n) To direct children’s 
diag & guidance clinic afil w/UCPA; $12,500 sub- 
stantial areeeres regular hours; 5 day week; coll 


twn 100,000; 

RADIOLOGY: a “pir depts, 4 or 5 vol gen! hsps; wide 
surrounding area with no rad; oppor $20-30,000: MW. 
(m) Assn w/rad retiring sev yrs; oppor dir hsp & cl 
depts, 15 man orp netting $25,000; cancer centr; Calif 

SURGERY: (a) Senior surg; 13 Dipi orp: new ci bidg: 
min $15,000; NW. (b) Bd surg, also Bd elig, thoracic 
surg: direct "TBe & chest unit of Ige psy hsp; about 
$15,000; posible tehg; Calif. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 

MAY PREPARE AWN INDIVIDUAL SURVEY FOR YOU 

We offer you our best endeavors—our integrity—our 62 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


POSITION OF SUPERINTENDENT AND MEDICAL 


director at Utah State Tuberculosis Hospital, eompri- 
ing 106 beds, is open; eligibility for Utah license is re 
quired. Address inquiries: Ward C. Holbrook, Utah 


State Tuberculosis Hospital, 700 Harrison, Ogden, Utah 


WANTED GENERAL PRACTITIONER; PREFERA 


bly one schoc in internal medicine and cardiology; 
New York state license essential; for twenty bed hos 
pital on the south shore of Long Island. Write out 
lining personal history and work experience. Box 5662 
fA. 


LARGE MIDDLE WESTERN PHARMACEUTICAL 
manufacturer has position for well trained internist or 
pediatrician; creative medical writing and direct par- 
ticipation in clinical research; give full information. 
professional and personal; all replies confidential. Box 
5669 C, %o AMA 


HOUSE OFFICER IN PATHOLOGY; NEW HOSPITAL 


as yet unapproved for training; approximately 150 au 
topsies, 4,500 surgical specimens; over 100,000 clinical 
laboratory tests annually; interested parties should 
contact: Director of Laboratories, Richmond Memorial 
Hospital, Richmond 27, Virginia c 


ELIGIBLE ORTHOPEDIST FOR 
man well established group; associated, excellent 
ae 130 bed hospital; junior partnership after 2 
years; good salary; travel expenses paid; applicants in- 
vited for personal interview, Apply: Dr. Charles Holzer. 
Holzer Hospital and Clinic, Gallipolis, Ohio. c 


WANTED — GENERAL PRACTITIONER; POPULA- 
tion 1,800 with no doctor; in the process of design 
ing $50,000 clinic to lease to doctor that is interested 
oil and farming area; school system; park, ae ary ané 
about 60 business establishments, Box 5667 C, AMA 


(Continued on page 92) 
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help reduce 
the pressures 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained lowering of 
blood pressure in hypertensive patients, as well as 
a mild bradycardia. Hence, the work load of the 
heart is reduced. 

.. often preferred to reserpine in private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


Que 


help reduce 
the pressures 
ON 


Squibb’ whoie Root Rauwoelfia Serpentina 


Tranquilizing Raudixin helps relax the anxious 
hypertensive patient so that he is better able to 
cope with external pressures without being over- 
whelmed by them. By reducing these anxieties and 
tensions, Raudixin helps break the mental tension 
—hypertension cycle. 

Dosage: Two 100 mg. tablets once daily; may be adjusted 


within range of 50 to 300 mg. Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1000 and 5000. 


SQUIBB Squibb Quality—the Priceless Ingredient 


1838 
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== ¢DURABONDED 


to achieve oral 
repository therapy 


All Synatan products incorporate the 
DURABOND® PRINCIPLE — a true 
repository technic for prolonging thera- 
peutic effects from a single dose of oral 
medication. In Durabond a large molec- 
ular weight polyvalent base acts as a 
bonding agent and releases medication 
uniformly, gradually and for prolonged 
periods, independently of intestinal 
motility or specific pH. Durabond em- 
ploys no enteric coatings, waxes, resins or 
‘‘drug traps’’ of any other kind. The 
amount of drug given is the amount re- 
leased . . . and all is made available for 
absorption. 


Synatan for control of appetite and mood 
Each Synatan tabule contains: 

Tanphetamin (d-amphetamine tannate) 
Dosage: | or 2 tabules at 10 a.m. 
Supply: For prescription economy, prescribe in bottles of 50. 


17.5 mg. 


Seco-Synatan for control of appetite and 
mood in emotionally disturbed patients 
Each Seco- — tabule contains: 

Tanphetamin. . 

Secobarbital 


Dosage: 1 or 2 tabules at 10 a.m. 
Supply: For prescription economy, prescribe in bottles of 50. 


Synatan Forte for greater anorexic action 
and control of mood 
Each Synatan Forte tabule contains: 
Tanphetamin . . . 26.25 mg. 
Dosage: | or 2 tabules at 10a a.m. of ‘1 before breakfast andl 
before lunch. 
Supply: For prescription economy, prescribe in bottles of 50. 


For additional information, phone your pharmacist. He has 
been alerted to the achievements of Neisler products. 


Irwin, Neisler & Co. + Decatur, lilinois 


TONICS AND SEDATIVES 
eee 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


My Favorite Story 


The day was cold and snowy outside. 
Into the litthke New England country store 
came Cy Hopkins wrapped in an overcoat 
but almost frozen to death. There wasn’t 
room enough around the stove to warm 
his little finger, but Cy was not disturbed. 
He just asked the storekeeper, “Got any 
raw oysters?” 

“Yes.” 

“Well, just open a dozen and send them 
to my horse.” 

The storekeeper opened the oysters and 
took them out and the whole crowd fol- 
lowed to see the horse eat oysters. Then 
Cy picked out the best seat and dropped 
into it. 

Pretty soon the crowd came back and 
the storekeeper said, “Cy, your horse 
wouldn’t eat them oysters.” 

Cy said, “Well, bring them in here and 
I'll eat them myself.” 


The famous columnist and poet, Eugene 
Field, was sometimes a little forgetful of 
his debts. 

Once, when he was a columnist in Chi- 
cago, Field was visited by a friend from 
New York from whom he had borrowed 
$25 some months before. 

“Gene,” the friend said, “I think you 
ought to clear up that old debt.” 

“You're absolutely right,” was the reply. 
“Tl do something about it tomorrow.” 

The next day, Field’s column included 
an item about his friend’s visit to Chicago 
and commented, “He is in town to look 
over one of his permanent investments.” 


A Northern tourist was visiting a cabin 
in a small Pennsylvania town. 

The prime stock in trade of the ancient 
gentleman who lived there were the stories 
he told about “the war between the states.” 

The tourist said to the old man, “I under- 
stand that you remember seeing Lincoln.” 

The old man looked sheepish. 

“No, sir,” he replied. “I used to remem- 
ber seeing Mr. Lincoln, but since I joined 
the church, I don’t remember seeing him 
no more.” 


(Continued on page 86) 


CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 0.1% 


OINTMENT 
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 §Synatan 
Seco. tan 
tan 
: 
ANTI-BACTERIAL 
IN THE TREATMENT 
AND PREVENTION OF 
AMMONIACAL 
wee || 
AA 
| 
| 2 oz. tubes 
utz, A. and Sy Dis. 
2. Smigel; J. O.; Med. 
380 SECOND NEW YORK Y., TORONTO 10, CAN 


pharyngitis 


ative stomatitis 


esophagitis 


... Orally administered Xylocaine Viscous provides 
prompt and prolonged surface anesthesia in the 
upper digestive tract. Its cherry-flavored, water-sol- 
uble vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and well-tolerated 
... just swish and swallow. 


Astra Pharmaceutical Products, inc., Worcester 6, Mass., U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


(brand of lidocaine) 


VISCOUS aera 
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TONICS AND SEDATIVES (Continued) 
Did You Know That 


Napoleon was buried twice and the 
second time he was interred in three sepa- 
rate caskets, one inside the other. 

Thomas Edison had 1,097 individual 
| United States patents issued in his name. 

The first physician of whom we have 
record was Imhotep who lived in the 39th 
| century before Christ and was physician 
| to the Egyptian pharaoh Zoser. 

e 


Tennessee is bounded by eight other 
States. 
Boston is the United States’ largest fish- 
ing port and it handles more than one-half 
the fish consumed in the United States. 


How It Started 


From time to time in this column we 
present some information on how some of 
our habits and customs are supposed to 
INDUSTRY have begun. Here is some background on 
a question you may have wondered about: 
Why do the English drive to the left and 
Americans drive to the right? 


WHEREVER YOU TAKE A READING The English began to drive to the left 


because in early times horsemen were 


armed and wanted to pass each other right 
ACCURACY AND CONVENIENCE COUNT! 
7 
present their swords if the passerby turned 
out to be hostile. 


New Tycos Hand Model Aneroid Gives Both Americans drive to the right because 


| leaders of wagon trains rode the left lead 


horse of their teams and it was easier to 
UNSURPASSED 


| ar 
gauge passing distance on narrow trails if 


| The reason they rode the left horse was 
before attach the 8age. | that to be mounted 
eroid has meant to doctors e Accurate in any position | from the left. And the reason why horses 
for a half a century. Today’s . always accurate when | were trained to be mounted from the left 
new TYCOS Hand Model Aneroid pointer returns within zero. Famous brings us back where we started—it made 
is as accurate and durable as ever— TYCOs 10-year triple warranty. it easier for the rider to draw his sword 


e Single tube with Luer lock 


Unsurpassed accuracy, ease 
fitting — you can hook cuff 


of handling, durability— 
that’s what the TYCOS An- 


ACCURACY FOR 
WALF A CENTURY 
1907-1957 


and it’seven more convenient. Here’s Made by skilled American instru- quickly. - 
how it has been redesigned: 
e Inflating bulb and air release valve ie a ace ost — Quotes of the Week 


The best thing you can do for spring 
fever is absolutely nothing. 


built into back of the gage. Sanit : 
e Whole instrument balanced to fit gh 


comfortably into either hand. ° 
e New feather-touch valve control. 2. 's Egotism is a drug which enables some 
New floating stainless steel ball re- Taylor Instrument Companies people to live isc auagcis 


places old needle valve. Rochester,N.Y. Toronto, Canada 


said a worried judge in Chicago. Our ques- 
tion is, “What is the right number?” 
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first thought for high b.p.* 


Perart shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request) « 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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In constipation, Metamucil pro- 
duces SOFT, easy stools and 
activates gentle peristalsis. By 
adsorbing and retaining water 
within the stool Metamucil pre- 
vents hard feces from forming. 
And it adds to the intestinal resi- 
due a soft, plastic bulk which 
ACTIVATES the normal reflex 
activity of peristalsis. 


Metamucil is a brand of psyllium 
hydrophilic mucilloid with dextrose. 


SEARLE 


TONICS AND SEDATIVES (Continued) 


Some people are bent with work—others 
get crooked trying to avoid it. 


Anecdotes 


A man received a large check for services 
rendered and discovered it was one cent 
short. 

Being a stickler for detail, he wrote and 
asked his client to pay the balance due him 
and in due course received another check 
for one cent. 

When the man presented this check at 
the bank, the teller examined it closely and | 
politely inquired, “How would you like it, | 
heads or tails?” | 


Ten-year-old Johnnie was applying for | 
a summer job as a grocery delivery boy. | 
The grocer wanted a serious-minded lad | 
for the job so he put Johnnie to a test. 
“Well, my boy,” said the grocer, “what | 
would you do with a million dollars?” 
“Gee, I don’t know,” was Johnnie’s an- 
swer. “I wasn’t expecting so much to start.” 


Dear Editor:—In a recent issue of THE 
Journat of the A. M. A., there was a state- 
ment among the “Tonics and Sedatives” 
that, in the English language, there were | 
only six words ending in -cion and a chal- 
lenge to list more than six. 
Allow me to submit the following list of 
seven: 
CION—uvula 
COERCION— 
EPINICION—song of triumph 
FALLACION—fallacy 
INTERNECION~general slaughter 
SCION— 
SUSPICION— 
I have a suspicion that the statement was 
a fallacion. 


Epinicionally yours, 
Bowonrtcu, M.D. 
44 Harvard Ave. 
Brookline 46, Mass. 


—D. D. 


J.A.M.A., March 22, 1958 


BURTON NO. 1931-4T 


New 3-IN-I 
Diagnostic 
Light 


ULTRA VIOLET 
WOOD'S LIGHT 


PLUS HIGH INTENSITY 


WHITE LIGHT 


PLUS HIGH POWER 
_ MAGNIFICATION 


SEND FOR COMPLETE INFORMATION 
PRICE $49.50, F.0.B. Factory 


Complete with 2 Ultra Violet Black and 

2 Fluorescent White Tubes. (Also aveil- 

able in floorstand, desk & wall models). 
(Also Ophthalmic Unit Model) 


BURTON MANUFACTURING CO. 


2520 Colorado Ave. * Santa Monica, Calif. 


suits from $85... jackets from $60 
Sold to men accustomed to wearing 
the best, by fine stores throughout 
the country. Our brand names 


Austin Leeds ana Groshire 
GROSSMAN CLOTHING €O., NEW YORK 


“Ahhhh ... 


. . Spring!” 
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BEFORE AFTER 


impetigo 


CONTROL THESE SKIN CONDITIONS 


acute 
contact 
eczema 


AND MANY MORE 


dermatitis 


Cream 


~ 


soap-and- 
water 
eczema 


2 now also Lotion 
, tor potions available as a 


not indicatee- 
rocortisone Supplied: VIOFORM-HYDROCORTISONE Cream, 
B containing iodochlorhydroxyquin 3% and hydrocortisone 
1% in a water-washable base; tubes of 5 and 20 Gm. 
Lotion, plastic squeeze bottles of 15 ml. 
VIOFORM Lotion, 3%; plastic squeeze bottles of 80 ml. 


vin CIBA) 


C | B A SUMMIT, N. J 
WATCH YOUR MAIL FOR FULL-COLOR SLIDE DEMONSTRATION KIT WITH VIEWER 


VIOFORM® ( 


a 
antipr 
uriti ‘ 
Al ly availab c antibacterial antif 
so newly ove! a 
VIOFORM LOTIO ungal 
whom hydrocortison® 
For supply of Viofort 
and Vioform Lotions : 
977, C\BA, Summit, 
be made on physici 
blank. 


Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 
- iron and calcium in one molecule 
- raises hemoglobin rapidly 
- white, uncoated tasteless tablets 


also available: Rarical with Vitamins 
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Save time, ease the burden, cut out tedious repetition. Offer “Meal 
Planning for the Sick and Convalescent.” This new Knox Brochure 
presents the latest nutritional thinking on proteins, vitamins and 
minerals, suggests ways to stimulate appetite and describes types of 


diets from clear liquid to full convalescent. 


=| Wear 
Mod, | 
for the 
waLesce 
= 


KNOX GELATINE RECIPES 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Department 
Johnstown, N. Y. 


Indicate number of special diet booklets desired for your 
patients opposite title: 


“Sick and Convalescent”__ Diabetic 
“Eat and Reduce”__ Geriatric 


( Your name and address. ) 


are wonderfully tasty ways 

to stimulate sick appetites and 
to add useful supplementary 
protein to convalescent diets. 


For the first time, 
detailed daily suggested menus 
for all types of convalescent 
diets, plus 14 pages 
of tested nourishing recipes. 
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to prevent angina pectoris 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Special advantages: 
Simplified dose (b.i.d.) 


Minimal undesirable side reactions. 


Greater economy. 


Usual dose: | tablet on arising, | before evening meal. Bottles of 50 tablets. 
THos. LEEMING & Co., INc., New York 17, N. Y. *Patent applied for. 


| FOR THE 
cardiac pattent 
| 


Tasty Junket" rennet 
— desserts average about 
62 mg. sodium per 
serving while supplying 
all the nutrients of milk. 


RENNET POWDER 


— ar makes fresh milk into 
rennet-custards 
—7 tempting flavors 


“JUNKET” Reg. U.S. Pat. Off. for Renn 
and other Food Products mfd. by Chr. Hansen Fir Sn. 


\\NA 


NO CHARGE 
FOR LABDR 


a all night 
0 
0 | 
| 
| 


in the FL 


IN THE BONE 


STRENGTH 


WHITE'S COD LIVER OIL 
CONCENTRATE TABLETS 


These chewable candy-like tablets 
make taking cod liver oi! a pleasure. 
Youngsters enjoy the good taste and 
parents appreciate the low price. Con- 
taining 400 units of vitamin D and 4000 
units of vitamin A, each tablet equals 
the vitamin A and D potency of one 
teaspoonful (5 cc.) of U. S. P. Cod 
Liver Oil. 

Dosage: 2 to 6 tablets daily. 
Supplied: Packages of 45; bottles of 
100, 240, and 1,000. 


WHITE’S COD LIVER OIL 
CONCENTRATE DROPS 


Convenient vitamin A and D therapy 
for less than a penny daily. Each 
drop, containing 312 units of vitamin 
D and 1,560 units of vitamin A, 
equais the vitamin D potency of 
4 cc. of U. S. P. Cod Liver Oil. 


Dosage: 2 to 4 drops, placed 


J.A.M.A., March 22, 1958 


directly on tongue. 
Supplied: Bottles of 6, 30, and 
50 cc. with special dropper. 


WHITE'S COD LIVER OIL CONCENTRATE CAPSULES 


-Containin 12,500 units of vitamin A and #250 units of vitamin | E 
vitamin A and 


each sma 


, easy-to-take capsule equals the 
. P. Cod Liver Oil. 


e: As indicated by individual nec 


Dosag : 
Supplied: Bottles of 40, and 500. 


WHITE LABORATORIES, 


INC, « 


KENILWORTH, N., J, 


(Continued from page 82) 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice; teaching 
research, public health or industrial medicine; National 
and international services. Our 62nd Year. Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


WANTED PEDIATRICIAN; BOARD ELIGIBLE; 
with outstanding pediatrician in modern, completely 
equipped; two man office; good future in medium sized 
—— city near Cincinnati, Ohio. Box 5693 C, % 
AMA. 


INTERNIST OR GENERAL PRACTITIONER—WITH 
group of surgeon and general south cen- 
tral Ilinois; wonderful family town of 7,000; excellent 
te hospital facilities; salary open; give details. Box 


-INTERNIST FOR SMALL CLINIC OF IN- 
ternists; twenty five miles from New Orleans; opportun- 
ity to develop own practice or partnership available; 
new hospital under construction. Howard Clinic, Sli- 
dell, Louisiana. c 


WANTED 


GENERAL PRACTITIONER—SOUTHERN CALIFOR- 

nia; $12,000 annually plus percentage when qualified; 
leading to partnership; excellent opportunity for 
future security; license ‘yr state availability, ex- 
perience, ete. Box 5683 C, 


GENERAL PRACTICE — CALIFORNIA: ASSUME 
lease home-office and take over practice and equipment 
with $2,500 cash down; present gross over $45,000; 
easy terms on balance. Continental Medical Bureau, 
Agency, 510 W. 6th Street, Los Angeles 14. c 


DOCTOR PRACTICE WITH 
medicine; no OB; eventual 
and hospital facilities; busy 
outskirts of Cincin 


INTERNIST — FAMILY 
graduate work in internal 
partnership; excellent office 
practice in suburban community ; 
nati, Ohio. Box 5673 C, % AMA 


ANESTHESIOLOGISTS — CALIFORNIA; 6; TWO IN 

San Francisco area, four in southern California; most 
uarantee against fee for service. Continental Med- 
ureau, Agency, 510 W. 6th Street, Los —. 


RADIOLOGIST — CERTIFIED; ASSOCIATE WITH 
two outlying 


pone: private practice; 500 bed hospital; 
ospitals ; training in state qualifica- 
tions first letter. Box 5512 € © MA. 


PEDIATRICIAN—BOARD CERTIFIED OR ELIGIBLE; 
7 specialists in midwest university 


to join clinic of 37 

city; five members in pediatric department; full mem 
bership in three years; include professional data in 
first letter. Box 5666 (. % AMA 


RADIOLOGIST — CALIFORNIA; ASSOCIATE DIPLO- 
mate; start $18,000 with percentage also. Pacific Coast 
Bureau, Agency, 1404 Central Tower, San 

Francisco 3. c 


| 
| 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTHESIOLOGIST: assoc. in 560 bed hosp; East: 
present Chief plans to retire in a few mos. & Assoc. 
will succeed to ng jon; should have interest in tehng; 
$15,000 start plu 

nest. MEDICAL DIRECTOR: w/some formal trng in 

p adm; Hawaii; $15,000 

DIRECTOR MED. EDUCATION: lge. MW hosp, 
fully appr. within easy reach of advance work; ample 
= & civic activities; can be either Internist or 

ENT: asst. qual. to perform newer types of ear & nasal 
surg; rapid growing area in East w/plenty to do; 
$16,000 bonuses 

GENERAL PRACTICE: assn w/45 yr old man in busy 
PP, having increasingly heavy surg service; appli- 


; anticipated net of § MW county seat 
town sh River 

Ss full or part time; office; salary open; Ii 

pref w sub- trng in allergy or hema- 
Ky; 2nd in dept; real potential for top- 
notecn man; $1000 net start; can expect $30-$35,000 
win 2-3 yrs (b) to become prtnr of Surg; Minn; 
$12,000 ist yr w prtnrshp at end of that time (c) te 
assoc w/Cert Internist & Cert Surg w intent of even- 


a 
tology; clin: 


be a Chgo suburb; moving into own med 
bidg sprr 

NEUROSURGEON: (a) to form & hd dept in lae MW 

orp est in ‘14 in Univ center; good hosp facil (b) assa 


on prtnrshp arrangement; % will depend on qual; 
Ariz; doc is affiliated w, 8 hosps 


OB-GYN: 13-man clin; Ky town of 15, et $15,000 ini- 
tially & other benefits: prtnrshp 2nd y 
GRTHOPEDIST: Chief going Dept; excel a $20,000 


ist yr; prtnrshp 2nd yr; offers lifetime assn 

PATHOLOGIST: asst; $25,000; East 

PEDIATRICIAN: (a) Igoe MW clin: college twn, to $12.- 
000; opptny for study & resrch (b) Clin; Ky: unusual 
opptny; % of profits Ist yr w. min guar of $15,000, 
but actual earnings can exceed this figure; full prtnr 
after | yr (c) 8-man clin est I! yrs: city of 16,000; 
assn; not less than $1000—more depend 


nd & exper 
PSYCHIATRIST: assn w/Cert man: NEng, | hr to NYC; 
$25, 000 net full prtnrshp 


ideal working conditions; 

: (a) asst Cert man: guar of $18,000; 225 
MW progressive indus city (b) assoc; 
hosp & office pract: must be qual in isotopes & 
MUST have Fla license; to $15,000 Ist yr w grad 


prtnorshp 

STUDENT PWEALTH: MW Univ of 6000 students; 
time; about $10,000 

SURGEON: pref w/sub-trng in either chest or vascular 
work; oe est (40 yrs) 12-man @rp; mountainous re- 
gion w/fishing and big game hunting easily avail 

| TUBERCULOSIS: Med Dir; 97 bed hosp: Calif; incum- 
bent retiring; 5-days; salary open; furnished hse 
avail 


hosp; 


full 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


WANTED—FULL TIME PHYSICIAN FOR R ATLW AY: 
must be eligible for license in Virginia; W Virginia 
and Ohio; and under age fifty-six itetrien: Hox 
5685 C, % MA, 

WANTED DOCTOR FOR PRIVATE CAMP IN 
northern Michigan; June 25th to August 20tl good 
accommodations. E Tomlinson, 16174 Glastonbury 
Road, Detroit 19, Michigan : 


GENERAL PRACTICE—CALIFORNIA: ASSOCIATION 
open preferred Peninsula area; south of San Francisco. 
Pacific Coast Medical Bureau, Agency, 1404 Centra: 
Tower Building, San Francisco c 


WANTED GENERAL PRACTITIONER IN GROUP 
practice to join three man group in northern New ¥ 
state; near growing community wl ich as good hos 
pitals; guaranteed income SOx ‘ 


WANTED BOARD CERTIFIED PEDIATRICIAN: 
full time group practice in eastern Kentucky; $18,000 


to start. Box 4993 C, %o AMA. 
INTERNIST—NEEDED BY GROUP IN SOUTHEAST 
Kentucky; starting salary for Board Certified special 


sox 5411 C, % AMA 


ists, $18,000. 
WANTED — GENERAL PHYSICIANS — UNDER 35 
years of age; full time hospital practice; opportunity 
to develop in professional care program of 10 Miners 
Memorial Hospitals; full time positions with starting 
compensation at the rate of $12,000 per year; progres- 
sive pay seale; for appointment July |, 1958; eligibil- 
ity for licensure in Kentucky, Virginia or West Vir- 
ginia required. For details, address: The Clinical Di- 
rectcr, Miners Hospital Association, 1427 Eye Street 
N Washington, D. C c 


WANTED—PHYSICIAN INTERESTED 
with psychiatric patients in a residency 
psychiatric hospital with dynamically 
peutic program; opportunity for training 
available; active teaching program for 
medical students under university supervision " 

in research encouraged in an acre rese 

; salary contingent on qualifications. V 
trannon, MD, Manager, Veterans Adminis tratio m ii Os 

pital, Coatesville, Pennsylvania e 


PUBLIC HEALTH PHYSICIANS 
sitions available at Epidemiologist, 
Director or Director of Medical Services; 
$13,500 to $16,000; 


IN WORKING 
approves 
oriented 
in psychiatry 


REWARDING 
District Heaith 
salary range 
candidates must be United States 
citizen; eligible for Pennsylvania license; previous 
public health experience an PH degree preferable 
For details, write: Arthur G. Baker, Director, 
Allegheny County Health Department, 620 City- cee | 
Building, Pittsburgh 19, Pennsylvania. 


DIRECTOR OF TRAINING AND RESEARCH—4,500 
bed mental hospital; must be certified in psychiatry; 


$15,000 starting salary. Apply: Dr. Juul C. Nielsen 
Superintendent, Box 271, Petersburg, Virginia 
(Continued on page 94) 
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In many cases of allergy the “psychogenic 
component ... must be treated before clinical 
improvement can be expected.’ 


allergic diseases 20 to 50 per cent of these 
problem patients “definitely improved.” 


When ‘Miltown’ was used to combat the S 
emotional factor in a variety of stubborn ] 


‘Miltown’ effectively relieves anxiety and 
tension and desensitizes the patient emotionally. 


@Kisenberg, B. C.: Role of tranquilizing drugs in allergy. J. A.M.A. 163 :934, March 16, 1957. 


desensitizatior 


own 


THE ORIGINAL MEPROBAMATE | 


" DISCOVERED & INTRODUCED BY 
WALLAce 
NEW BRUNSWICK, NEW JERSEY 
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“yy years of continuous administration 


DEMONSTRATES SAFETY 


—, 
What can be more reassuring regarding the safety 
of ACTH than its continuous, uneventful use by 
individual patients for more than six years. 
Such a record of safety and efficacy has been 
established by two independent studies, the one 
done by a group of English rheumatologists,! 
the other one in this country.? There were no serious 
overdosage effects, no adrenal failures under extra 
stress, no adrenal exhaustion after six years of 
continuous administration. The repository form 
of Armour’s ACTH was used in both studies 
because it combines rapid onset with prolonged 
action (from 24 to 72 hours). 


1. Savage, O., et al.: Ninth International Congress on Rheumatic 
Diseases, Toronto, Canada, June 23-28, 1957. 


2. Wolfson, W. Q.: Mississippi Valley M. J. 77:66, 1955. 


HP*ACTHAR Gel is The Armour 
Laboratories Brand of Purified 
pository Corticotropin (ACTH) 


*Highly Purified on 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


(Continued from page 92) EXCELLENT OPPORTUNITIES FOR BOARD CERTI- 
. fied or Eligible ophthalmologist; allergist, otolaryngol- 
GENERAL PRACTITIONER WITH INTERESTS IN ogist in group practice; 19 specialists; all Board Certi- 


fied; full partnership three year; remuneration based 
entirely on work done; guaranteed minimum $12,000; 
no upper limits; new clinic building; unusually fine 
hospital facilities; attractive midwestern city of 105,000. 
Box 5607 C, % AMA. 


surgery—For a new, completely equipped general hos- 
pital in West Texas; Board Certification not necessary; 
pleasant working conditions; dry, mild pleasant climate 
all year round; excellent retirement plan; life insurance; 
annual leaves; sick leave and other benefits; salary 
$8,990-$13,760; depending upon qualifications. Apply to: 
Personnel Officer, Veterans Administration Hospital, GENERAL PRACTITIONER—WANTED FOR ACTIVE, 
Big Spring, Texas. Cc interesting practice in town of 1,500 in northwest Ohio; 
excellent hospitals nearby; open staff; schools and 


ANESTHESIOLOGIST — DIPLOMATE OR ELIGIBLE; churches good; complete office equipment may be pur- 
for staff of 128 bed hospital in northeastern Connecti- chased, EKG; x-ray, ultrasonic, laboratory facilities, 
cut; must assume charge of department succeeding exam and office a a should gross $25,000 first 
Board Certified man; pleasant community 25 to 50 year. Box 5622 C, % AMA. 


miles from Hartford, Worcester, Providence; excellent 
hospital facilities; fee for service basis with collection ANESTHESIOLOGIST — BOARD ELIGIBILITY NOT 


by hospital. Apply: Administrator, Day Kimball Hos- re 

; — ~ quired, but must have some postgraduate training in 
pital, Putnam, Connecticut. c the specialty. willing to do some general practice; must 

EDU ATRICIAN—FOR STAFF or GROUP PRACTOC E mattied; and draft loin established group of 
clinic; serving membership of over 000 in ashing- . 
ton, D. C.; prefer Board Eligible physician who has ce” physicians and two dentists. Box 5439 C, 


finished residency recently; or now finishing; annual 


salary open; one month vacation; sick leave; compre- . — . = 
hensive retirement plan. Write to: Medical Director, 


Group Health Association, Inc., 1025 Vermont Avenue, ; aus 
N. W., Washington 5, D. C. Cc lished specialists; new office space, referrals money 
separate; excellent hospital facilities; here’s a place you 
WANTED — THOROUGHLY QUALIFIED PHYSICIAN can decide your own income. Send qualifications to: 
for general practice and industrial work; 200 Republic B. R. Westbrook, MD, Hillerest Clinic, Bartlesville, 
Building, Cleveland, Ohio Oklahoma. c 


J.A.M.A., March 22, 1958 


The 
Medical 
Bureau 


900 North Michigan Avenue Chicago 


ACADEMIC: (A58) Ob-gyn & ped., Diplomates or elig: 
full-time acad. posts, research prog; $12,000. 

ADMINISTRATION: (AA76) Dir. med. ed; new 300 bed 
city 150.000, So., 18 miles from Atlantic 


Oce 

ALLERGY Y: (¥22) Dir. dept, 35 man clinic increasing to 
3 all town, Ige drawing area; MW. 

ANESTHESIOLOGY: (Bi0) Dir. dept, 250 bed gen. 
hosp; min. guarantee, $18,000-$20,000; univ. town, 


NY. 
ee tne (D2!) Head dept, 20 man group estab. 
univ. ci 
GENERAL PRACTICE: (F33) Ass'n, 2 GPs: well staffed, 
well equipped offices; res. town, So. Calif; partner 
after yr. (F34) Ass'n, 2 well estab. GPs; average 
patients per day, 50; office & tech. staff of 7: med 
school city, So; early partner. (F35) Ass’n, 16 man 
group estab. "46; med. school city, E; excel income, 
early partner. (F36) Ass'n, 3 man clinic estab. 40 
pract; oppor. consultation, med. center. 
es aw small town, center of lake area. Wis 
INDUSTRIAL + DICINE: (G64) Phy. with definite int. 
in working in tropics, capable of handling any type 
of surg. with emphasis on abdominal & chest work: 
foreign operations, major indus. co. 
MEDICINE: (H30) Qual. gastroenterology: 
5 man group, coll. town, No. Calif. (H3i) 
Ass'n, diagnostic cl., major co., NYC; 5 day w 
career post. (H32) Qual. chest diseases or allergy: 
{4 man group; plans completed for 18 men, new cl. 
bidg; oppor. partner after 2 yrs; Pac. NW. (H33) 
a 2 Board cardiologists ; pref. one similarly 
al; Fla. (H34) Group ass’n, Alaska: $20-$25,000 
INSURANCE MEDICINE: (X18) Ass’t med. dir; among 
of companies; pref. trained int. med; 


NEUROSURGERY: Hay Head dept, 37 man group: 
univ. city, SW 0.0 

OALR: (£78) Oto.’ pa. n, Board oph & oto; excel. facil: 
oppor. affil. tch’g hosp: partner; Calif. (E79) Oph.. 
head <r, new gen. hosp. serving indus. group: 
$17,000-$20,000; annual increases to $25,000. 

OBSTETRICS. GYNECOLOGY: (J60) Ass'n, 12 man 
Croup expanding to 15 or 20; drawing — 100,000 ; 
excel. facilities: $18,000; partner, 2d Wie (61) 
fee 16 man group; drawing pop., 00, So. 


ORTHOPEDICS: (Kit) Head dept, 32 man clinic estab. 
40 yrs; coll. town, 65,000, Rocky Mts. (K12) Head 
on. 8 man group; partner oppor; med. school city. 


Tex 

PATHOLOGY: (L25) Dir. dept, 315 bed gen. hosp; ex- 
pansion prog. will increase to 465; coll. apes 100,000, 
MW: $30,000 up. (L26) Ass'n, 2 Board men; pref 
young man int. in supervising hosp. lab; oppor. tch'g. 
research; Calif. (127) Dir. dept, 275 bed gen. hosp.. 
CAH; foreign operations, major indus co; min 
$20,000 (Fed. tax free); family mtce. 

PEDIATRICS: (M37) Ass’n, community clinic supervised 
& managed by MDs; excel. 250 bed gen. hosp; town 

0,000, 18 miles from univ. city, So; $18,000. (M38) 

ae’ n, 22 man group; new clinic bidg; all members 
on fac. one of 2 med. schis; partner after 2d yr; MW 

P & N: (P78) Dir. mental health center under state 
sponsorship; complete staff to be established ; $15,000- 
$20,000; may have priv. patients; MW. (P79) Ass't 
by NP, dipl; busy priv. pract; attrac. ew En 
— on Long stand Sound; $25,000; full partner 


PUBLIC HEALTH: (P45) To serve as chairman, dept, 
prof. we assoc. prof; univ. under Amer. auspices, 
foreign city. 

RADIOLOGY: (R3) Assoc. priv. office pract; pref. rad 
willing to pioneer in field of radioisotepes;: So. (R4) 
Dir., busy dept, 75 bed hosp; resort town, NY, 4 
miles from NYC. 

SURGERY: (U73) Ass'n, 2 Board surgeons, well estab 
univ. & resort city, SW. (U74) Gen. surg. to assoc, 
with Board surg., & Board internist; coll. town, 


No. Calif. 
(W17) Ass’n, Board urol; partner oppor; 
Fla. 


Please send for our Analysis Form. 


Burneice Larson 


As — ARCH FELLOW FOR 
alcoholic research unit ¢ argaret’s Hospital* +; 7 
bed ward devoted to me abolic studies related to chron 
ic alcoholism and allied diseases; carries university 
appointment; $4,500 per year. Write: Dr. Robert E 
Olson, University of Pittsburgh, Graduate School of 
Public Health, Pittsburgh 13, Pennsylvania Cc 


WANTED — GENERAL SURGEON UNDER FORTY 
years of age to assist in large general practice; modern 
clinic and hospital facilities; located only twenty 
minutes from Louisville, salary $15,000 first vear; per 
centage and partnership later if agreeable. Write full 
details as to education and experience: Box 5546 C, 
% AMA 


WANTED—PHYSICIAN 


WANTED—ORTHOPEDIST; BOARD CERTIFIED OR 
Eligible to join established group in southwestern 
Pennsylvania; present staff of 45 Board specialists; lo- 
cated in modern well equipped clinic; yearly stipend of 
$16,000-$25,000 depending on qua lifie ations; annual 
vacation and study periods. Write: Box 5588 C, % 
AMA. 


OPPORTUNITY FOR GENERAL PRACTITIONER — 
Small group in new combined clinic-hospital building 
desires general practitioner for permanent association: 
beginning salary open; after trial period, appointee will 
be given opportunity to become part of group. Write: 
Edward B. Stevens, Administrator, Watts Clinic & 
Hospital, Silver City, New Mexico. c 


PHYSICIAN WANTED PROSPEROUS COMMUNITY 
serving area of 10,000 needs a doctor; new modern eight 
room air conditioned building; twenty miles north of 
Birmingham, Alabama; rent free to start and $1,000 
month guarantee ; eee staff open; adequate housing. 
Box 5623 % XN 
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BOARD OR ELIGIBLE; WEST WANTED GENERAL PRACTITIONER WITH SPE 
salary 7 5,000 first vear; with part | cial interest in internal medicine ible to do mine 


EXCELLENT OPPORTUNITY FOR SURGEON TO AS OPHTHALMOLOG 
sociate with young genera! practitioner; must be will ern Pennsylvania 


ern Rocky Mountain area in earnings after 1S 


modern clinic and hospital personal and professional pov Blane box 5604 C, % 
1A 


ing to do some general practice; location in the north nership 3rd year; initial reply to include summary of surgery an ome assist ; Small group specialists 
‘a 
facilities in area ‘ rs the best in hunting and AY months 
VANTED—DOCTOR, MD, NEW FIVE ROOM OFFICE 
WANTED OCTOR, MD, NEW FIVE ROO OFFICE -ANTED—OR _ 3 
GENERAL PRACTITIONER WANTED—TO JOIN ES- building; completely modern; located in east central | ‘practice: 0 ipiomate PACS: ESTAR 
tablished eastern Ohio group of young specialists and Illinois; in a prosperous farming community; in town practice nsider ‘part " 2 > pag 
general practitioners; full partner from start, no invest along with 2 neighboring towns that have no MD 
ment; democratic, academic atmosphere; start at $12,000 tox 5620 C, % AMA | mut ie atisfactory; r t rences, training 
$15,000 net; annual vacation, study time without loss ENERAL PR FITIONER WANTEI 
of income. Box 4848 C, % AMA GENERAL PRACTITIONE YANTED 0 ASSO 
ate with medical group 20 miles north of Pittsburgh: | STAFF POSITION — ORTHOPEDIC HOSPITAL FOR 
ORTHOPEDIC SURGEON BOARD OR ELIGIBLE excellent educational program; net income $12,000; | chronic diseases Massachusetts ; orthopedic background 
for Chief of Section in active 450 bed GM&S hospital; paid annual vacati and study leave; no investment required; salary $6,000 to $9,000; depending quatlifica- 
salary $8,990 to $13,760 depending on qualifications; required. Write: Box 344, Russellton, Pennsylvania. C | tions; fringe benefits; approved for orthopedic training: 


liberal vacation and retirement benefits; citizenship re aliens accepted. Box 5644 C, “o AMA 


quired. Contact: Manager, Veterans Administration | OPHTHALMOLOGIST, PEDIATRICIAN, UROLOGIST 


Center, Shreveport, Louisiana c —Board certified or eligible; to join well established | WANTED—SURGEON: Wild. ING .TO DO SOME G EN 
growing 18 man group in north middle western city of | eral practice; no obstetrics in 2 general prac 
PHYSICIAN—PART TIME OR FULL TIME POSITION | 50,000; beautiful new building; salary with early part- | tioners in town of 5 ‘client hospital ond offic 
in northwestern affiliated research institution; work is nership; give full details. Box 5629 C, % AMA | facilities; in Minnesota nth and partne 
| 


creditable as practice time toward requirements for ship after 12 months. Write to: Box 3635 C. S% AMA 


boards; position — tor | CALIFORNIA ORTHOPEDIC CLINI¢ START $1,700 

physician completing internal medical resideney; ful month for six months then month: excellent 

time salary future; must have Boards or B 1 eligible; give ag 
ation, chronology last ten years months, August and September: permanent ‘practice 

WANTED—OBSTETRICIAN-GYNECOLOGIST; BOARD sere a ee available if desired : State training, age and marital 
Certified or Eligible to join established group in south PHYSICIAN WANTED FOR WEDNESDAY AND status. Box 5651 C. “> AMA 
western Pennsylvania; present staff of 45 my spe- weekend coverage of active 


general practice; north 
Cc, % AMA (Continued on next pase 


cialists; located in modern, well equipped « ye 
ly stipend of $16,000-$25,000 depending on jualifica 
; annual vacation and study periods. Write tox 
7C, % AMA 


west Chicago suburb. I 


PHYSICIANS—WITH OR WITHOUT PUBLIC HEALTH 
training, and pediatricians needed in Maternal and | 
Child neg program at salaries from $8,728 through 
$10, wef ~~. day week; pension; civil service appoint- 
ment. Dr. i. Krumbiegel, Milwaukee Health De- 

partment, city Hall, Milwaukee 2, Wisconsin c 


PRAC INTERESTED IN PSY- 


several full time physicians; 


GENERAL 


chiatry; Vacancies eXist 


energetic and willing t arm at Veterans Administra 
tion Hospital, Chillics Ohio; located forty miles 
south of Columbus. Write, Manager. Veterans Admin 
istration Hospital, Chillicothe, Ohio oe 


IMMEDIATE OPENINGS 
with medical gr tern Pennsylvania; exce 
lent educational paid annual Vacation 
and study period; net starting income $12,000-$15,000 
jepending on training and experience. Write: Box 5586 
C, % AMA 


FAMILY PHYSICIANS 


ALIF IED, 


WELL Ql 


join tw 


I}linois city 
ing ; st be 
ment or expenses ; 
Box 5524 C, % 


INTERNIST or TO ASSUME ESTAL 
teen certified 


with six 


nia easing 
immediately \ \ 


Rams 


The “Thermo-Fax” 
ined Americal raduat in hi ping ich Copying Machine 


residents; ila i ! iain 
nance ; ha te WwW ‘ 1 
ear Sup Health Ins 
Cherokee, Lowa Cc 

PHYSICIANS WANTEI FOR Hl ; AND SUR + 
...-ends retyping of medical forms, 
ties iVvallanle ne Associations melustry ind ALi 
specialties. Cal write: Garland Medical Placement 2 
a5 ast Washington’ Street, Chicago, Illinois, Ani speeds insurance report filing 
3-0 c 

WANTED—THREE POUSE PHYSICIANS, JULY 1, Why wait for a typist to do the job when you need a quick copy of a 
salary $000 in addition naintenan pre . . 
requisite; Pennsylvania license or its equivalent. Ap pathological report, insurance examination form, or other medical 
pl iss irtha irks, Assistant Adt istt 
tor, Westmoreland Hospital* +, Greensburg, Pennsylva document? An All-Electric ‘‘Thermo-Fax’’ Copying Machine makes 
nia 


the copy for you in 4 fast seconds for as little as 5¢ per copy. This 
modern machine is the only dry process copy maker. No chemicals. No 
negatives. You just make the copies you need when you need them. 
Get the facts on simplified medical form copying (and on our new, 
a A ener, of Instant Electric Billing system) by returning the coupon below now. 


anc qua ications 
wood Ho spit 1, Englewou 


HOUSE PHYSICIAN FOR 
modern 400 bed gene 


NEW 


Avenue Ric hm 


ie MINNESOTA MINING AND MANUFACTURING COMPANY 


WANTED GENERAL PRACTITIONER; WELL Ff 
tablished general practic group of four; good office 
laboratory amd x-ray facilities; new building 1951; 
partnership after first year midwestern city Writs 

tox 5583 C, % 


eeeeseeesees Where RESEARCH is the key to tomorrow ++++++seee8 


Minnesota Mining & Manufacturing Co. 
Dept. QY-3228, St. Paul 6, Minnesota 


Send full details on the dry process 


4 Thermo- Fax THERMO-FAX “Secretary” Copying 
Machine and the modern electric billing 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical preper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
and 610 S. Broadway Street, Los Angeles i4, =. 


fornia. 
GENERAL AND INDUSTRIAL SURGEON; SINGLE ~ COPYING PRODUCTS ¥ 
preferred; willing to work evenings if necessary; should N 
have Lllinois license; good salary and excellent op- | ae 
portunity; complete maintenance if necessary. Dr. M. S | 
Mazel, Edgewater Hospital, Chicago 26, Lilinois C | Company 


“Thermo-Fax” and “Secretary Address 
are 3M Company trademarks 


ORTHOPEDIC SURGEON--BOARD ELIGIBLE; OP 
portunity now availabie for equal status association 
with Board orthopedist in southern California metropo 
lis; excellent practice opportunities in ample new of 
tices. Box 5600 ©, % AMA 


Stote 


GENERAL PRACTITIONER 
ciate in contract practice West 
minimum guaranteed; obstetrics 
nished quarters; no investment 

or August. Box 5616 C, 9 


“excellent fur 
ad; available 


* 
| 
M 0. | GSS 
Mo 
of 
ENERGIE YOUNG GENERAL | j 
ate of approved school; no invest- | = 
full qualifications first letter. | } 
search position. Write or call | 
Place, MD, 283 Norman Drive, New Jersey, | é 
Davis 7-3122 ¥ } 
LOS ANGELES AREA PSYCHIATRIC VACANCIES 
in new VA hospital+, affiliated with 3 medical schools; ul —_ 
opportunit f nd lua nd ¢ l ! l and 
7 
ASSISTANT PATHOLOGIST 
hospital; Board certified 
compe! n up » $25.1 
nn 
Memorial Hospita W 
NGLE MAN SSO 
extra ; 
overt 
MA 
ve 


BURDICK MW-1 
MICROWAVE UNIT 


The physiological effects of microwave dia- 
thermy are deep tissue heating (up to 
106° F. two inches deep in muscle tissue) 


with increased blood flow. 


In microwave diathermy radiations may 
be reflected, focused or directed to the 
exact area desired. The floating arm with 
spacer permits easy positioning of the 
director, to the treatment area — without 
skin contact. Single power control and 
automatic timer insure simple operation 


and time-saving convenience. 


With the Burdick MW-1 Microwave you 
have the confidence of superb workman- 
ship backed by a nationwide . service or- 
ganization. The Burdick Corporation is 
happy to supply you with further infor- 
mation on Microwave Diathermy, or to 
give youa free demonstration of the MW-1 


Arthritic hands 


being treated for bursitis 


An effective treatment 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices: 
New York * Chicago ® Atlanta © Los Angeles 


Dealers in all principal cities 


Application to an 


injured ankle 


The Burdick Syllabus, a bulletin 
on physical medicine, will be sent 
you regularly on request. 


(Continued from preceding page) 


STAFF PHYSICIAN—300 BED TUBERCULOSIS HOS- 
pital; salary $600 per menth plus furnished, three 
bedroom home and full maintenance; Montana license 
or eligibility required. Address inquiry: Dr. le 
Knight, Route 1, Deer Lodge, Montana. Y 


PATHOLOGIST WANTED TO SERVE 50,000 POPU- 
lation in the Big Horn Basin of Wyoming; ideal oppor- 
tunity for establishing a private practice of pathology 
in an area noted for its hunting and fishing. Admin- 
istrator, Coe Memorial Hospital, Cody, Wyoming. 


GENERAL PRACTICE PHYSICIAN TO ASSOCIATE 
with general practitioner; Mariemont, Ohio; outskirts 
of Cincinnati; good remuneration; eventual equal part- 
nership; hospital facilities above average; excellent 
opportunity. Box 5660 C, % AMA. 

ANESTHESIOLOGIST--BOARD ELIGIBLE OR CER- 
tified; fee for service; teaching appointment; Pennsyl- 
vania license and personal interview required. Apply: 
A. J. Catenacci, MD, Hahnemann Medical College 
and Hospital*+, Philadelphia, Pennsylvania. Cc 

GENERAL PRACTITIONER WANTED TO TAKE 
over established office; southeastern Florida coast city; 
leaseholdings only investment required; leaving 
to specialize; Florida license required. Box 5187 C, % 

WANTED—INTERNIST WITH SPECIAL INTEREST 
in gastroenterology; small group well trained men; 
southern California; salary; ——*t. to share in 
earnings after 18 months. Box 5631 €, MA 


WANTED — GENERAL PRACTITIONER WITH SUR- 
gical experience or ability to associate with or to re 
place physician in small farming and resort community 
in central Minnesota; terms open. Box 5649 C, AMA 


PHYSICIAN WANTED — FOR CHILDREN’S CAMP; 


July and August; good salary; 250 members camps; 
association private camps. 55 West 42nd Street, New 
York 36, New York € 
NEUROSURGEON—WITH COMPLETED TRAINING; 


for association leading to full partnership; southern 
California; salary and perecentage; write full particulars 
in first letter. Box 4614 C, % AMA. 


INSURANCE MEDICINE—CAREER OPPORTUNITY; 
assistant medical director major company, New Eng- 
land; preferably ce rtified or eligible internal medicine ; 
to age 38. Box 5575 C, % AMA. 


BOARD 
wanted by fully approved Eye, Ear and Throat 


pital+ in_ south; golery first year; partnership after 
one year. Box 5434 C, % AMA. 

ANESTHESIOLOGISTS — THREE; TEACHING HOSs- 
pital*+ New wk City; fee for service basis; team 
potential; $15,000 first year; graduates of approved 
schools only. Box 5530 C, % AMA. 

GENERAL PRACTITIONER WANTED—IMMEDIATE 
opening; association with young general practitioner; 
starting salary $12,000 yearly; partne rship later; loca- 
tion, northwest Chicago; suburb. Box 5338 C, % AMA 


J.A.M.A., March 22, 1958 


PLACEMENT 


Amon 
INTE 
G.P. ( 


5 Peachtree Place, 
tlanta 9, 


ilable opportunities are: 
STS: (a) Board man for Texas clinic. (b) S.C 
has opening for internist willing to do some 
c) Virginia clinic offers salary and percentage 


(d) One trained in allergy or pediatrics for Kentucky 
(e) Kentucky group wants internist with 
Florida clinic wants 
Must have 


partnership. 
subspecialty in hematology. 


interni 


Fla. license. 
OBSTETRICS-GYNECOLOGY 


wants 


percentage later. 
tucky group for good salary 
$750.00 month for three months, 


ORTHOPE 


man to 


cellent 
west g 
will 
seeks 


orthopedist for 4-county community. 


seeking associate. 


years ; 


PATHOLO 


opportunity. 


Hawai 


One of 


pay placement fee. 


st emphasizing gastroenterology. 


(a) Mississippi clinic 
certified or eligible internist. Salary to begin; 
(b) Wonderful opening with Ken- 
(c) Midwest group offers 
then $1,000. (d) 
community offers unopposed practice this spe- 


DICS: (a) New Jersey physician wants young 
‘take over’’ practice within two years. Ex- 
financial opportunity immediately. (b) Mid- 
roup seeking board eligible doctor under 35 
(c) North Carolina group 
(d) S.C. hospital needs 
(e) Florida town 
: new medical building available 
(a) Florida pediatric practice for sale. 
Florida license required. (b) Missouri group 
(c) Ohio group offers salary twe 
then full partnership. (d) Director school for 
children, South. (e) S.C. group wants pedia- 


GISTS: 


a third orthopedist 


(a) North Carolina town offers fine 
(b) Prosperous Alabama town 
Financial remuneration excellent 
i seeks pathologist 
GISTS: (a) Georgia radiologist seeks associate. 

the more attractive cities. (b) Mississippi 


a seeking board certified radiologist trained in 


UROLO 


uth. 
pusiic HEALTH PHYSICIAN: 


dustrial exp. 


license. 


GISTS: 
fied urologist. 
INSTITUTIONAL POSITIONS: 
Education 
teaching program. Southern hospital. 


capable minor 
rs 


sis and therapy 

(a) Southern Clinic group seeking certi- 
(b) Mississippi group seeks urologist. 
(a) Director of Medical 
staff. Complete charge of 
(b) House phy- 
Director Mental Institution, 


Midwest. (b) Asst. 


for resident 


Connecticut. (c) 


(a) 


: Young doctor with in- 
bp Florida location. Must have Florida 
Midwest industrial concern wants Gen- 
surgery. Not over 


(b) 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 


and the 
by the Ce 
of the 

for types 


+ approved residencies in specialties 
»uncil on Medical Education and Hospitals 
M.A. Consult Council’s approved list 
of internships and residencies approved. 


RADIOLOGY RESIDENCY a AILABLE 650 BED 
general hospital*+: midwest; complete three year res 
dent training for American ard of Radiology; large 
new department including und iso 
sions ; complete teaching staffed 

rd Certified radiologists and six residents 
aaa nations, and 2,142 therapy patients tres 
year: good private housing facilities available; 
from $325 to $400 per month. Apply: Box 
% AMI 

PSYCHIATRIC RESIDENCY VACANCIES AT’ 
proved three year residency in conjunction with North 
western University Medical School; extensive 
program in clinical vocational 
social service, and salary 


$2,840 $2550: vd residents 

$8,990; hourly commuting ‘dists ince Chicago; citizenship 
required. Write fanager, Veterans Administration 
Hospital, Downey, North Chicago, Hilinois. dD 


PATHOLOGY 


sas Med 
pital; 4 
vear pre 
time sta 
clinical 


citizenship preferred 


versity ¢ 


Kansas 
WANTED 


UNIVERSITY OF KAN 
Administration Hos 


RESIDENCIES 
ical School and Veterans 


years program for pathology certification; | 
wram for residents other specialties; 12 ful 
pathologists; 10,000 surgicals; 700 autopsi 
pathology; research; $1,500 to $6,000; U. 8 
Apply: Dr. R. E. Stowell, Un 


+, Kansas City |: 


of Kansas Medical Center* 2 
D 


RESIDENT PHYSICIAN; JCINT COMMIS 


sion Accredited but not AMA approved for resident 
program and do not have exchange visitor “I” No 
150 bed general hospital; 50 miles south of Washing 
ton, D. C., salary $400 per month and furnish own 
maintenance; room furnished for single resident. Apply 
Administrator, Mary Washington Hospital, Fredericks 
burg, Virginia. D 


PATHOLA 
one 


for 4 yeu 
an unusual opportunity to ex 


July 


1GY RESIDENCIES ONE IMMEDIATE; 

Ist; 600 bed general hospital*+ approved 
ar program: modern, well equipped laboratory; 
mbine research and pathol 


good private housing facilities available 


oxy training; 

stipends from $525 to $400 per month. Apply: E. M 
Knights, Jr., MD, Director of Pathology, Hurley Hos 
pital, Flint, Michigan D 
APPROVED SURGICAL RESIDENCIES AVAILABLE 


Two 
at the 


morial Hospital, 
be graduates of 


approved 
second year 


four year surgical residencies available 
level July 1, 1958 at aptist Me 
Memphis, Tennessee ; applic ants must 


approved U. 8S. medical school, Write 


to: Robert M. Wiles, MD, Director of Surgical Train 
ing, Baptist Memorial Hospital*+, Memphis, Ten 
nessee. D 


CLINICAL 
department of 
hospital* + 
day; de 
salary subject 

Director, 

cal College of Virginia, 


PEDIATRIC, 
residency 


schools ; 
1, 1958. 
Hospits al, 


PATHOLOGY RESIDENCY; SEPARATE 
clinical pathology; 1,200 bed teaching 
1,600 laboratory examinations per 
partmental research and teaching programs; 
to agreement. Contact: H. G. Kupfer, 
Department of Clinical Pathology, Medi 
Richmond 19, Virginia D 


average 


HEMATOLOGY 
two medical 
available July 
Children’s 


PATHOLOGY AND 
in hospital affiliated with 
excellent educational program ; 
Apply Director of Laboratories, 
Washington 9, D. C 


(Continued on page 100) 
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RACHEAL INTUBATION 


“RACKED NIPPLES. 
POSTEPISIOTO OMY 


. . the rapid and prolonged topical 
anesthetic action of Xylocaine Oint- 


ment effectively manages pain, itch- 
ing and burning. The anesthetic 
comes into immediate and intimate 
contact with the tissues because it 
is contained in a water-soluble, non- 


staining vehicle which readily melts 
at body temperature. It is nonirritat- 
ing, relatively nonsensitizing and 
does not interfere with the healing 
processes. 


Astra Pharmaceutical Products, Inc. 
Worcester 6, Massachusetts, U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


brand of lidecal 


paren OINTMENT 5S %asrea 


= 
P : 
| 
| 
‘4 
al 
Is 


3 


References: 1. Council on Drugs, A.M.A.: 
J.A.M.A. 266-32, 2. Pulaski, J.:, Prac- 
ox Bias 465, 1957. 3._ Cronk, G. A., and 
Naum D. E.: Ant. Med. & Clin. er. 
4:166, “1937. 4, Kaplan, M. A., Dickison, H. L., 
Hu bei, K. A., and Buckwalter, F. H.: sy 

4:99, 1957. 5. Prigot, A., Shidlovsky, B ‘ 
Felix, A. J.: Ibid. 4: 287, ye 6. Puiashi’ 
I R. ibid. 4: —. 1957. 

Ibid. 4: 410, 
. R., and ’Fleischmajer, R.: Ibid. 4: 1957. 
Lewis, C N., Staffa, A. and 
<2 Ibid. 4: 215, 1957. 10. Cronk, 
ind Casson, K.: Anti- 
biotics Annual, 


F. Marti-Ibanez, Medical Encyclopedia, New 
York, p. 397. 11. Dube, A. H.: Ibid. p. 409. 
12. Hubel, K. A., Palmieri, B., and Bunn, P. A.: 

Ibid. p. 443. 13. Ka lan, M. A., Albright, H., 
and Buckwalter, F. H.: Ibid. 415. ‘ortney, 
B., Draper, T., and \ Wer rie, id. p. 386, 


Dra 
1s. Shidlovsky, 4, A. 

Felix, A. iy nd Ibid. 
453. 


etracycl 
e therapy is indicate 


REMEMBER ABOUT 


ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.6. PAT. NO. 2.761.608 


1 , Tetrex is purely tetracycline phosphate 
complex-—requires no “activating additive” 


— has its own inherent, chemically unique property of being 
absorbed into the blood stream to a maximum degree. 


In each Tetrex Capsule: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 
Excipient: Lactose q.s. (tetracycline HCI activity) 


2 Tetrex produces maximum tetracycline 
a serum levels 


— thousands of blood determinations after oral or intramuscular 
administration have consistently demonstrated fast, high pro- 
longed serum levels in patients of all ages. 1:2+.4-69% 10,11, 12, 13, 14,15 


3 Tetrex has an impressive documented 
record of clinical effectiveness 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with published clinical reports by 9 investigators 
on 996 patients in 1957.*.5-7-*:!° Typical comment: “All patients 
infected with tetracycline-sensitive organisms responded satis- 
factorily to therapy.” 


BRISTOL LABORATORIES INC., Syracuse, New York 


| 
| 
| 


In Angina Pectoris 


The Attacks Lessen and 
The Patient Loses His Fear 


Pentoxulon 


LONG-ACTING TABLETS CONTAINING PENTAERYTHRITOL TETRANITRATE (PETN) 10 MG. AND RAUWILOID® (ALSEROXYLON) 0.5 MG. 


FFECTIVE control of angina pectoris requires the several 
actions of Pentoxylon. In addition to sustained coronary 
vasodilatation Pentoxylon provides relief of anxiety, a 
pleasant tranquilizing, fear-lessening effect, and a pulse- 
slowing action, all desirable in present-day management of 
the anginal patient. 


¢ Reduces incidence of attacks 


¢ Reduces severity of attacks 


* Reduces or abolishes need for 
fast-acting vasodilating drugs 


¢ Reduces tachycardia 


¢ Reduces blood pressure in hyper- 
tensives, not in normotensives 


¢ Increases exercise tolerance 


¢ Produces demonstrable ECG 


Dosage: One to two tablets 


¢ Exceptionally well tolerated 
q.i.d. before meals 


¢ Minimal side actions 


(Continued from page 96) 


; active medical school affili- 


IST OR 2ND YEAR RESI- 
; fully approved 800 bed active research hospital+; 


Street and Rutland Road, 


y 


citizenship required; excellent leave 
and Senet benefits. 
Administration Hospital, 


; teaching program under ful! time 


: Educational Director, 


SURGICAL RESIDE 
ment surgical residency ; 


y for Board Certification in pathological : 
and clinical pathology i i i 


fully approved four year 


INTERN WANTED—ROTATING PROGRAM; S 


WANTED — INTERN; 


r, Kanawha Valley Hospital, 


J.A.M.A., March 22, 1958 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Oklahoma Medical Center. Three year approved train- 
ing provides broad experience in dynamic psychiatry 
with intensive psychotherapy of in-patients and out 
patients; physiological and pharmacological therapies: 
neurology; child psychiatry; social and preventive psy 
chiatry; behavioral sciences; psychoanalysis; residents 
participate in teaching and research; Optional super- 
vision, excellent case material, complete curriculum; 
Stipends: first year $4,000; second year $4,600; third 
year $5,200; applications now being considered for res 
idencies beginning July 1959. For details write: Louis 
Jolyon West, MD, Professor of Psychiatry, University 
of Oklahoma School of Medicine and University Hos 
pitals, 800 N,. E. 13th Street, Oklahoma City 4, Okla 
homa. D 


RE SIDENT IN PATHOLOGY; FIRST YEAR SALARY 
325 with increases each year to $450; four year Board 
approv: il in both pathologic anatomy and clinical pa 
thology; want only a first year resident; a 
terested in career of 
school only; 300 bec 
ultra-modern laborat 
pathologists plus two 
biochemist and Ph.D. i 
180 autopsies; well or teaching program; avail 
able immediately or Apply: Grant Murphy, 
MD, Director of Laboratories, McLaren General Hos 
pital, Flint, Michigan D 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital; well organized teaching 
program; affiliated with Washington University School 
of Medicine, all types of psychiatric experience repre- 
sented; including supervised synamically oriented psy- 
chotherapy; psychosomatic medicine; child guidance: 
ete; approved training in psychoanalysis available local- 
ly; full time director of training is a member of the 
American Psychoanalytic Association; attractive career 
coneeeny program available; citizenship required. Write 


Dr. Bernard A. Cruvant, Veterans Administration 
Hospital, 915 North Grand Avenue, St. Louis 6, =e. 
souri. 


PATHOLOG Y RESIDENCIES TWO POSITIONS 
available July Ist; in large general al 

gical hospital; active autopsy and 

services; approved four years in 

and Clinical Path 
pathology laborator supervision ¢ 

full time and consulting pathologists; eight of whom 
are Board Certified; have affiliati 
pediatric pathology; applicant must S. citizen 
and graduate of approved medical school; salary $2,800 
to $4,000 depending on experience. Apply: Chief, Lab 
oratory Service, Veterans Administration Hospital+. 
Hines, Illinois. 


PATHOLOGY RESIDENCY — AVAILABLE JULY |. 
1958; medical school affiliation; approved for four years 
in anatomic and clinical pathology; active teaching 
and research program; staff includes two full time 
pathologists certified in both anatomic and clinical 
pathology; excellent training in surgical and frozen 
section diagnosis; active necropsy service; active clinical 
laboratory service with modern equipment and advanced 
methods; stipend and maintenance. Apply: Dr. David 
R. Meranze, Director of Laboratories, Albert Einstein 
Medical Center* +, Southern Division, Philadelphia 47, 
Pennsylvania. 


PATHOLOGY RESIDENT WANTED THERE ARE 
openings now and in July at the Veterans Adminis 
tion Research Hospital for pathology residents: th 
bed hospital is affiliated with Northwestern Univ 
Medical School and appointments are made th: 
the Dean's Committee with faculty status; 
through other hospitals affords wide flelds and exper 
ence; excellent opportunities for research and academic 
study remuneration. Inquire Director of 
Profession. *rvices, Veterans Administration Researc! 
Hospital, 333 3 East Huron Street, Chicago 11, Ilinois. D 


PSYCHIATRY — THREE YEAR APPROVED RESI- 
dencies; well balanced assignments; including in- 
patient, out-patient department, child, forensic and 
psychosomatic experience; psychoanalytically and so- 
matically oriented therapies; suburban Chicago; con- 
venient to various psychiatric training facilities; in- 
cluding Institute for Psychoanalysis; resident under 
supervision of attending psychiatric facilities of medical 
schools in Chicago; U. S. citizenship required. Address: 
Louis Jensen, MD, Chief, Psychiatry Service, Veterans 
Administration Hospital+, Hines, Illinois. D 


RESIDENCIES AVAILABLE-—-APPROVED RESIDEN 
cies in medicine, surgery, pediatrics, obstetrics and gyn 
ecology, and general practice available July 1, 1958; 
204 bed; 43 bassinet city operated hospital; annually 
15,000 in-patients; 9,000 out-patient visit 12,0 
emergency room visits; approved for 16 intet 
house staff 30; teaching program well organizec 
operating; fundamentals and objectives of program 
available on request; beginning salary $500. Write 
Director, City Hospitals, % City Memorial Hospital, 
Winston-Salem, North Carolina D 


PATHOLOGY RESIDENCIES—AVAILABLE JULY |. 
1958; 4 year approval pathologic anatomy; clinical 
pathology : 400 bed hospital*+ expanding to 800 beds: 
medical technicians training school; 200 necropsies ; 
8,000 surgicals; 150,000 clinico-pathologic examina- 
tions; medical photography; staff of Board Certified 
chief pathologist and 2 assistant pathologists; bacteri- 
ologist; 3-4 residents; educational program; stipend 
$2,400 plus full maintenance including family. Apply: 
Leo Lowbeer, MD, FCAP, Hillcrest Medical Center, 
Tulsa, Oklahoma. D 


VETERANS ADMINISTR. ATION HOSPITAL, ANN AR- 
bor, Michigan, a « ral medical and surgical hospital; 
positions availab psychiatric residencies; affiliated 
with the University of Michigan offering a fully ac- 
credited three year, well balanced didactic and seminar 
program; opportunity for experience in an approved 
new children’s residential psychiatric treatment center; 
must be an American citizen. Write: Paul M. Ireland, 
MD, Manager, Veterans Administration Hospital, Ann 
Arbor, Michigan. Dd 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 
try+; approved three year program; balanced clinical 
and didactic training including psychotherapy and so- 
matic therapies, outpatient and child oeauy: at 
VA, State and Menninger Hospitals; liated with 
Topeka Institute for Psychoanalysis; five year appoint- 
ments combining residency and staff experience for 
Board eligibility available at staff salaries. Write: Reg- 

istrar, Menninger School of Psychiatry+, Topeka, =: 

sas. 


(Continued on page 102) 
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PATHOLOGY RESIDENTS — 600 BED HOSPITAL; 
| three full time pathologists 
‘LIN ation and appointment. Dr. Richard G. McManus, 
25,000 tests annually neludes steroid; enzyme, and | 
ae a Yaga histochemistry; electrophoresis; hormone assays and | parHOLOGY RESIDENCY—AMA APPROVED WITH 
wy Apply mic Disease Hospital, medical school affiliation; attractive New England va- 
E. 49th Brooklyn 3, New cation area; $300 per month. Apply: Dr. W. Bearty- 
a, Bie York. D man, Pittsfield General Hospital, Pittsfield, Massa- 
APPROVED i OR 2 YEAR GENERAL PRACTICE 
residencies in 450 bed municipal hospital available 156 BED 
July 1st director of 
OT medical education; stipend $2,600; full maintenance 
and uniforms. Reply to W orces- 
ter City Hospital*+, Worcester, Massachusetts. D 
SECOND YEAR APPOINT- | AVAILABLE | 
aie atts Address: W. P. Shelly, MD, Director of Medical ns 
Education, St. Alexis Hospital, 5163 Broadway, Cleve- ALARY 
see Ls monthly plus room, laundry and uniforms; new | 
modern hospital; foreign interns accepted Apply: | 
ted $190; FULL. MAINTENANCE, Lourdes Hospital, Binghamton, New York. D | 
ee SESS TS + board, room, laundry, uniforms; July 1, 1958; 155 bed 
RA al a general hospital* + ; approved AMA; also approved INTERNS—-JULY 1; HAVING HAD ROTATING IN- 
aed |= F cancer clinic; training school for nurses. Address: ternship for 162 bed hospital; $400 per month and 
ee aS Medical Directo 1014 Vir- full maintenance. Apply: Administrator, Horton Me- 
Boe ae ginia Street, E., Charleston 1, West Virginia D morial Hospital, Middletown, New York. D ee 


. 166, No. 12 


“And when I’m old enough to go, don’t think that my 
psychiatrist isn't going to get an earful. 


“I'm sorry I hit you, but when you stupidly kept insisting 
that we didn’t need hospitalization insurance. . .” 


HELPFUL 
PAMPHLETS 
FOR 
BAFFLED 
PARENTS 


ALL ABOUT 


\ 


‘ 


| 
ae ; 


CALLING ALL PARENTS 


A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 
25 cents 


WHAT DOES YOUR BABY 
PUT IN HIS MOUTH? 


Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 


BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 
16 pages, 20 cents 


THUMBSUCKING 


Tells when and why babies suck their thumbs 
ond whot to do about it. by Margaret B. 
Kerrick, 4 pages, 10 cents 


AMERICAN 
MEDICAL 
ASSOCIATION 


535 N. Dearborn Street, Chicago 10, Illinois 
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‘CONSISTENT. 
‘MEANINGFUL 
ACC URACY 


The ever-increasing interest in intra- 
arterial pressure emphasizes today’s 
need for a meaningful degree of ac- 
curacy in its measurement. 

The use of a true mercury-gravity in- 
strument assures you of consistent, 
dependable bloodpressure readings. 


; 


Lit i 
3 


OTOL ARY NGOLOGY 
ly 


J.A.M.A., March 22, 1958 


APPROVED RESIDENCIES—IN MEDICINE, PSYCHI- 


neurology and pathology; 


atry, pulmonary 
available July |, 1958: 684 bed county hospital + near 
New York City; exceptional educational opportunity: 


only applicants who have completed one year approved 
internships will be considered; stipend $200 monthly 


lus complete maintenance; ‘Apply: Superintendent, 
ergen Pines County Hospital, Paramus, 
ORTHOPEDIC RESIDENCY — FULLY APPROVED 


program at 500 bed Veterans Administration Hospital 


affiliated with Tulane and LSU Medical Schools; one 
third of training is given at affiliated hospitals to 
insure pediatric, traumatic and other special phases of 
orthopedic surgery; stipend begins at $2,850 a year 

terans Ad 


Contact: Lyman K. Richardson, MD, Ve 


ministration Hospital, New Orleans, Louisiana D 
WANTED RESIDENT PHYSICIAN; ROTATING 
single or ried; for g al medical and surgical 
hospital ; fully accredited by Joint Comuris 
sion; near Wilkes "Barr: Pennsylvania; excellent sal 
ary; light duty schedule; attractive living quarters; 
splendid recreation facilities. Write or phone: Frank S 


Nanticoke, 


Koronkiewicz, Superintendent, 


Pennsylvania, 
Phone 390 Dd 


PEDIATRIC RESIDENCY—! OR 2 YEAR RESIDENCY 


open only to graduates of approved medical schools: 
accredited program in major teaching hospital*+ in 
scenic area of central Pennsylvania; $3,000 connate 
with full maintenance; jobs for wives usually available. 
Write: John Knauer, MD, Harrisburg Hospital, 
Harrisburg, Pennsylvania. 


MEDICAL NEUROLOGY THREE YEAR RESIDEN 
cies approved by the American Board of Psychiatry 
and Neurology will be available July 1, 1958; the pro 


m of the 
Address: 
Hines, 


gram is under the superv 
U. S. citizenship required 
Administration Hospital+ 
Chief, Neurology Service 

APPOINTMENT 
level in approved three 


Manager, 
Illinois 


year 


July 1, 1958 at first year 

program ; requirements: lt S. citizenship; graduation 
from U. 8S. approved medical school, and one year ap 
proved internship. Write: James R. Chandler, MD 
University of Miami, School of anes at Jacksor 
Memorial Hospital, Miami, Floridé 1 


PHYSICAL MEDICINE AND REHABILITATION RESI- 


three 


2 VACANCIES; 600 BEI 


PATHOLOGY RESIDENCIES 
affiliated; 4 year ap 


teaching hospitai*+; university 
proval clinic 


Nebraska. 


THORACIC 
Medical College 


Omaha, 
APPROVED 
program at 


SURGICAL 


of Georgia Medical Cente: 


openings at first and second year posit beginning 
July 1, 1958 at salaries $5,000 and $7,000; gra luates « 
approved schools pr ed. Apply: Robert G 

MD, Chief, Division Thoracic Surgery, Medical C« 

of Georgia, Augusta, Georgia 


three year Board approval; 
kins and University of Maryland 
radioisotope and research taboratories; 
quired. Contact: Director, Professional Services, 
erans Administration Hospital, Fort Howard, 
land. 
RESIDENCY IN 
250 bed general hospital+* in San 
year approval; outpatient department 
stipend $325 per month first year; 


medical 


APPROVE 


MEDICINE 
Francisco ; 
and 


INTERNAL 


clini 


service ; 
tenance. Contact: Educational Committ s 
Hospital, 1580 Valencia Stree San Francisco, Ca 
ifornia 

ANESTHESIOLOGY RESIDENCIES APPROVED 
year active teaching program with unusually wide clir 
ical experience; opportunities for clinical, teaching ar 
research appointments in hospital*+ and medical c 
lege after completion of training. Write: ¢ M. Lan 
messer, MD, Director of Anesthesiology, Albany Med 
cal Center, Albany, New York 


APPROVED ROTATING INTERNSHIPS—ONE YEA 


Internship July |, 


(Continued from page 100) 


FIRST YEAR UROLOGIC RESIDENT—UNEXPECTED 
vacancy July 1958; university service large general hos- 
pital*+, Washingtoa, D. C.; includes rotation through 
university hospital; basic salary $2,800; fully approved 
three year program; senior resident performs minimum 
200 major operations; nationally known urologic faculty 
and also half-time urologist; only graduates of ap- 
proved medical schools considered; interview desirable. 
Write: Dr. Roger Baker, Georgetown University Hos- 
pital, Washington, D. C. D 


APPROVED PSYCHIATRIC RESIDENCY—500 BED 
hospital+ in Chicago Medical Center; Dean's Com- 
mittee supervised didactic-clinical program on 95 bed 
Psychiatry and Neurology Service; affiliated with Uni- 


versity of Illinois, Loyola University, Chicago Medical 
School, Institute Juvenile Research, County yeho- 
pathic Hospital and large Outpatient Clinic. Write: 


Manager, Veterans Administration West Side Hospital, 
820 So. Damen Ave., Chicago 12, Illinois. D 


NEUROLOGY RESIDENCY—TWO YEAR BOARD AP- 
proved training program in a 712 bed GM&S hospital 
located in the San Francisco Bay area; affiliation with 
other teaching hospitals and two medical schools ; salary 
$2,840 and $3,550 P/A with annual increases; career 
residencies from $6,000 to $9,000 P/A depending on 
qualifications. For further information write: Director, 
Professiona) Services, Veterans Administration Hospital, 
Oakland, California. D 


RESIDENCY 


RESIDENCIES 


MEDICINE; 1,300 BED 
general hospital+; 3 year; teaching unit; Baylor Uni- 
versity College of ‘Medicine ; female, private out patient 
medicine; includes all sub-specialists under supervision 
of Board Certified specialists; stipend $2,840 to §$3,- 
550; radioisotopes, pulmonary function, research etc; 
citize mship required. H. D. Bennett, MD, Veterans 
Administration Hospital, Houston, Texas D 


INTERNAL 


AVAILABLE JULY 1, 1 TWO APPROVED ONE 
year medical residencies for graduates of approved 
Medical Schools; 200 bed hospital located in upper 


college community; serving trade area of 
200,000; 30 man medical specialty group closely affili- 
ated; stipend $300 monthly plus housing for famity 
Apply: C, Warner Litten, Manager, Fargo Clinic, Box 
1388, Fargo, North Dakota D 


midwest 


INTERNAL MEDICINE; ACTIVE 300 
bed general hospital*+; approved 3 year residency pro- 


gram; full time Board specialists teaching; salaries 
range from $315 to $415; depending upon year of train- 
ing and family status; eligible 5 licensure. 
frite: Director of Education, Kaiser Foundation 
ae. 280 W. MacArthur Bilvd., Oakland 11, Cal- 
fo 
WANTED—ON OR BEFORE JULY 1, 1958, THREE 


residents for approved residency in internal medicine on 
very active service; 95% staff cases; department super- 
vised by Board Diplomates; Salary $315 to $375 per 
month. Apply: Box 5466 D, % AMA. American citi- 
zenship required. 


near New York City: 


considered ; 
tenance. Apply: 
mus, New Jersey 
RESIDENCY SECOND 

1, 1958 in medical 


Bergen Pines County Hospital, 


| RADIOLOGY oR 


year level; starting July 


pitals; second year stipend, $4,000; $5,000 
program has three year approval; ate training in 
diagnosis, therapy and pathology Apply R. Wight 
MPD, Chairman, Department of Radiology, Medica! 
| College of Georgia. Augusta, Georgia D 
| PSYCHIATRIC RESIDENCIES AVAILABLE UNI 
versity of Washington, and Seattle Veterans Adminis 
tration Hospital, three and five year integrated pro 
gram. For poral pe write Chief, Psychiatry and 
Neurology Service, Administration Hospital 
443. e 8, Washington DD 


5 Beacon Avenue, 
WANTED—RESIDENTS FOR TWO YEAR 


Services. 


RESIDENTS WANTED—IN GENERAL 


salary $300 per month plus complete maintenanc 
residency approved by AMA and Department of 
for Exchange Visitors. Apply: Administrator, 
Polyclinic Hospital+, 6606 Carnegie Avenue, Cleveland 
3. Ohio. Dd 
ROTATING INTERNSHIP — APPROVED 250 BED 
general hospital*+ in San Francisco, with active 
teaching service, stipend $300 monthly and mainte 
nance; applicants must be eligible for California li- 
cense. Contact: Education Committee, St. Luke's Hos 
pital, 1580 Valencia Street, San Francisco, California. D 


thre 


1958; 684 bed county hospital* + 
exceptional educational opportu- 
nity: only applicants of approved medical schools will be 
stipend $100 monthly plus complete main- 
i 


THIRD 
hos 


APPROVED 


program in internal medicine; salary $75-$200 pe 
month and maintenance; depending on qualifications 
500 bed, modern, chronic disease hospital Apply 
Superintend: nt, St. Barnabas Hospital*+, New York 
57, New Yor D 
EXCELLENT APPROVED RESIDENCY IN ANES 
thesiology available at Veterans Administration Hos 
pital+, Denver, Colorado; affiliated Colorado Univer 
sity School of Medicine; salary $2,840; citizenship re 
quired. Dr. F. J. Rachiele, Director, Professional 
D 


Dean's Committee ; 
Veterans 
Attention 
D 


AVAILABLE 


deney bed general hospital, year approve: 
program; Baylor University College Medicine 
regular residency $2,840 to 3.550; career residency 
M. J. Musser, Director of Professiona 

ans Administration Hospital, 


Houston 
D 


) 


and anatomical pathology; leading to MS 


y 


degree; three diplomate pathologists and two consult 
ants; salary $2,500 to $3,400; room, board and dut 
laundry Creighton Memorial St. Joseph Hospital 

dD 


RESIDENCY 


RESIDENCIES AVAILABLE—iINTERNAL MEDICINE 
affiliated with Johns Hop- 
schools ; 
citizenship re- 
Vet- 
Mary- 

D 


R 


F 
) 
| 
2 
2" 
AZ \ 
| PA 
ti 
mi 
WA) 
Ob 
PED 
Pe 
for 
or 
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ANESTHESIOLOGY 
University 
seminars, bas study 
nity; appoint ments aval 
tember fir 
Medicine, 


RESIDENCY 


VERSATILE 
with 
and 
lable 
é ivision of 
University of Washington, 


IN PATHOLOGY—4 YEAR 


THRE 


RESIDENCIES—PSYCHIATRY; 1 


100 


Minnesota 


NON-APPROVED RESIDEN( Cy te AILABLE 


cine, Surgery and Obstet bed general 
ully approved JACH; $300 d, month plus f 
nanc exchange vis s do not apply rt 
istrator, Belmont Community pital, 4058 
rose Street, Chicago 41, [linois 


ORTHOPEDIC RESIDENCY 
58: Board proved three 


GENER 


AL ROTATING RESIDENCY 


AVAILA 


mediately 116 bed 20 bassinet general hosy 
proved by Joint Commission on Accreditatior 
pital; salary $400 month. Apply: St. Francis 
Wilmington, Delaware 


2ND-31 


tD YEAR 
yes 


“yt RNAL MEDICINE 
approval; 5 
nilarging communit 
scho only; $250-$400 per 
D, ¢ MA 
100 bed JCAH accredited general hospital: 
suburb of Detroit. Apply: Administrator, 
pital, 159 Kercheval Avenue, 
Michigan 
RESIDENTS 
progtam, 
July 1, 1 
Medical 


Orleans, 


ay railable 


bed 


RADIOLOGY 
positions ava 
58. Fe 
al 


Louisiana 


BOAR 


a nh cu year 


rics and gynecology; 
beginning July |, 
Apply: Administrator, 
Ohio. 


for first year 
518 bed genera 


‘The Toledo Hospital, 


APPROVED GENE RAL SURGERY RESID 
Vacancies Ist and 2nd ye of 
schools only. Direct f Medica 
Park General Ho Hi 
can 


PATHOLOGY 


cation 
Park 


FELLOWSHIP—FOR 


GENERAL SURGERY RESIDENCY 
approval; 500 bed Ohio hospital* + 
community; graduates of approved 
swer: Box 5526 D, S% AMA 


RESIDENCY AND 


4 YEAR 
; rapidly ¢ 
schools 


ASSISTANT RESIDENCY 


ternal medicine: also rotating internships. Re 
perintendent, Gouverneur Hospital+, 621 ute 
New York 2, New York, Oregon 3-0200 


ANESTHESIOLOGIST RESIDENTS 
active teaching clinical program; availah 
’eal H. Lorhan, MD, University of Kan 
Center* + Cansas City, Kansas 


PATHOLOGY RESIDENCY AVAILABLE IN 
Ohio hospital*+; four year Board ogg 
program; rapidly enlarging community. Box 
Yo AMA. 


LOCUM TENENS WANTED 


RADIOLOGIST—-CERTIFLED OR BOARD QUAL 
June, July, August; Rock Mountain 
fishing; office and hospital practice; 
car provided. Write particulars first letter 
% AMA 


Box 


WANTED—RADIOLOGIST 
Ohio, Lake Erie 
months of June, 
this period. Box 


FOR 

pleasant 

and August, 
AMA 


5626 G, % 


LOCUM 
sunimer 
1958; 


surre 
or any 


WANTED—PHYSICIAN FOR LOCUM TENENS 
industrial office. 200 Republic Building, Cl 
Yhio. 


LOCUM TENENS WORK WANTED 
PEDIATRIC 


LOCUM TENENS OR 


(Continued on page 106) 


program, pathologic anatoly and clinical 
affiliated with Baylor University College 
Houston, Texas; stipend $2,840 to $5,550; ¢ 
required, Bela Halpert, MD, Veterans Admini 
Hospital, Houston 31, Texas 


RESI DEN‘ 
Oh hos 
n h 


JULY |, 


Departmir 


Hixt 


APPROVE 


TENENS 


E YEAR 


patholo 


Medicin 


IN MED 
hospital; 


ait 
Acin 


un 
W. Mel 
D 


experience 


APPROV ED 


y; 


tizenship 
stration 


D 


JULY 1, 


BLE IM 
tal, ap 
1 of Hos 
Hospital 


Hos 


INTERNS WITH EXPERIENCE WANTED 6 RED 
modern progress ve, general voluntary hospital; surgery 
is wart cular! active s4intenance plus #300 nth 
Adelphi 0 Greene Avenue, B klyn 38, New 
Yo dD 

SENIOR RESIDENT-— IN YEAI APPROVED PRO 
gram; adequate number service pat ents f operative 
experience; vacal fe first vear lent in same 
program Mem Hospital, Ww nston-Salem, 
North Carolina 


1958; 
residential 
Cottage 
Grosse Pointe 


Farms, 


THREE YEAR APPROVED RESIDENCY IN OBSTET- 


resident 


hospital* + 


Toledo, 


ENCY 


approved 


anne 


i 


Michi 
b 


BOARD 
niarging 
nly. An 


IN IN 
ply: Su 
r Street 

D 


TWO 


» duly ist, 


sas Med 
D 


joo BED 


training 
5527 D, 


IFIED; 
5615 G, 
IN 


vundings 
part ot 


IN AN 
eveland, 
G 


ASSOCIATE 


available starting July; pediatric residence plus year 
Pediatric cardiology; year internal medicine; can 
speak Spanish, prefer Texas or Southwest; consider 
foreign. Box 5680 H, % AMA 


RESIDENT WITH 


two or more years of pathology training; stipend $2,600 
per year us room and board. Apply: F. L. Apperly, 
MD, De par ment of Pathology, Medical College of 
Virginia*+, Richmond, Virginia D 
RADIOLOGY RESIDE NCY-—-FIRST AND 2ND YEAR; 
available July 15, 1958 in 126 bed general hospital; 
Philadelphia suburbs : $300 per month plus full main 
tenance; no exchange visitor number Apply: Delaware 
County Hospital, Drexel Hill, Pennsylvania dD 
AVAILABLE IMMEDIATELY APPRO\ ED RESI- 
dency for Board Certification in pathological anatomy 
and clinical pathology at a ur ty hospi e and 
medical school. Send replies “oy tox 3488. D, % AMA 


and | 
substantial fee; 


hospital; three year approved pro 
University College edicine t ( 
seminar progt annua i t 
$5,550; career 5 to $8,990. Write: Manag Vet 
erans Administration Hospital, Houston, Texas D 
PRACTICE RESIDENCY FULLY AP 
year rat choice of pr ‘ 
b fic 
1 


APPROVED | 


vert 


Temptation 
tags alor lg. 


gwe her 


DESOXYN 


HYDROCHLORIDE 


103 


HAVE BEEN 


r the supery 


THE SYMPATHOMIMETIC 
found of value, 


AMINES 


when administered unde sion 


of a physician, as an adjunct agement of 
obesity. The chief action of 
the production of anorexia, whic 


effect of the drug on the 
f the 


on the anterior lobes 

the Desoxyn imparts a feeling of well-being 
increases mental and physical activity 
relieve the feeling of frustration and bx 
the underlying, factor in overeating. 


central 


cerebru 


and 
h a way as to 
mm which is often 


ppetit 
appetite, 
in Sut 


red 


SMALLER DOSAGE, LONGER EFFECT—IT IS GEN- 
erally agreed that d-desoxyephedrine, for milli- 
gram, is somewhat m potent than amphetamine, so the 
stimulation desired is achieved with a smaller dose, the 
onset of effect is more rapid, and the durat longer. 
Doses exceeding those recommended may aedaien side 
eflects that counteract the benefits of stimulation. With 
ordinary little or no significant pressor effect has 
been observed 

Desoxyn alone \d not be relied upon to induce weight 
reduct but sh id e used only under the direct ofa 
physician in conjunction with the prescription of a general 
hygienic regime and a special diet 

DOSAGE, SIDE DOSE OF DESOXYN 
must be ad 1 in accordance with the requirements and 


When the anoretic effect 
it tt i wesity 
Des xyn 


prograr should be i to one 
hour before meals. In other retic effect 
he rus might not be d th , Desoxyn 
1 be ad tered wit als or ediat after 


tient is unable to sleep at 1 


be om 


itted or the excessive 


THER INDICATIONS: DEPRI SsIVI 


Desoxyn Hydrochloride is indicated for 


STATES— 


admit tration 


the 
to 


d following 
adjunct 


t of postencephalitic Parkinson's syndrome, 
d wrally nditions tor which 


management of the patient bu t the 
ng psychosis. The drug has not been of benefit in 
tment of myasthenia gravis. 


AINDICATIONS—DESOXYN HYDROCHLO- 


ablets and Elixir should be 


used with caution in 
s with cardiovascular disease, thyroid disturbance, 
a, hypertension, or in persons of advanced age. The 


s contraindicated also in neurotic or hyperexcitable 
ons, or in those who have shown sensitivity to ephedrine 


ephedrine-like substances. 


TION—DESOXYN PRODUCES EFFECTS SIMILAR 
to those produced by racemic amphetamine. Like the latter, 
it elevates the mood, increases the urge to work, imparts a 
sense of increased efficiency and counteracts sleepiness and 
the feeling of fatigue in most persons. It does not produce 
the rather marked peripheral pressor effects of ephedrine, 
except in large doses. 


ONSET SWIFT—ONSET OF EFFECT WITH DESOXYN 
occurs in from 20 minutes to one hour. The duration of 
action of a single dose of 10 mg. orally varies from six to 12 
hours, though in exceptional cases effects may be noted for 
as long as 36 hours is disturbed the night following a 
dose of 10 to 15 mg. at breaki subjects. By 
dividing the dosage, insomnia may usually be avoided. The 
drinking of coffee increases the effect of the drug. Intensity 
of stimulative effect is somewhat greater in normal than in 
depressed or alcoholi 


BLOOD PRESSURE, PULSE RATE AND RESPIRATORY 
rate usually are only slightly or temporarily affected, unless 
oral doses exceeding 10 to 15 mg. daily are taken. 


Sleey 


ast In some 


persons. 


THE PARENTERAL ADMINISTRATION OF DESOXYN 
Hydrochloride is suggested for restoring and maintaining 
blood pressure during operative procedures, particularly 
during spinal or regional block anesthesia, Its use is sug- 
gested to combat acute hypotension during surgical opera- 
tions and for preoperative administration, particularly be- 
fore spinal anesthesia, to patients who manifest hypotension 
or who are considered poor surgical risks. 


TOLERANCE NOT DEVELOPED. WHILE THE DRUG 
is not habit forming in the true sense of the word, some de- 
pressed persons may come to rely on it for stimulation, or 
normal subjects may be induced to use it in excess for relief 
of fatigue. Tolerance to the drug is not developed. The 
euphoric and waking effects decrease with protracted use of 
the drug on account of the accumulated need for sleep and 
rest. As a result, a larger dose is required to combat the 
increased need for sleep, and it is the larger dose that pro- 
duces the undesirable circulatory and metabolic effects 
Withdrawal of the drug may thus be rendered imperative. 


Administration of Desoxyn should be under the constant 


(Methamphetamine Hydrochloride, Abbott) 


supervision of a physician. 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles." "Pain 
in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm." ""? 


d 


rheumatoid arthritis 
involves both 
joints and 
muscles 


relieves both 


muscle spasm 
and joint inflammation 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., INc. 


MEPROLONE is the first anti- 
rheumatic-antiarthritic de- 
signed to relieve simultaneously 
(a) muscle spasm (b) joint- 
muscle inflammation (c) physi- 
cal distress . . . it may thereby 
help prevent deformity and 
disability in arthritic patients. 


SUPPLIED: Multiple Compressed 
Tablets in two formulas: 
MEPROLONE-2—2.0 mg. 
prednisolone, 200 mg. 
meprobamate and 200 mg. 
dried aluminum hydroxide 

gel (bottles of 100). 
MEPROLONE-1—supplies 1.0 
mg. prednisolone in the same 
formula as MEPROLONE-2 
(bottles of 100). 


1, Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 

2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


EPROLONE 


THE FIRST MEPROBAMATE PREDNISOLONE THERAPY 


meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 
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(Continued from 


INDUSTRIAL, INSURANCE, 
permanent connection 
Cincinnati medical; 2 
year, postgraduate, cardiolog 
7 years, occupational health; 
ical examinations, diagnosis, 
sonnel; also, director, civiliz 
program, 


fornia; 
and Wisconsin; GP; psychia 
AMA 


SURGEON — MASTER'S 
Diplomate, General an 
chief, departments, 
portant clinic; able teacher 
Bureau, 


Th 


Jefferson graduate; three year 
tice; desires solo, association, 
available July 1. Box 5676 1, 


SITUATIONS WANTED 


sought; 
years, 


including preventive 
climate preferably southern California, Florida, because 


in Wisconsin; licensed Texas 

% 
DEGREE 
general and thoracic 


900 North Michigan, 
PEDIATRICIAN—BOARD ELIGIBLE; 32; FAMILY; 


BOARD ELIGIBLE; PRI- 


OPHTHALMOLOGIST ) 
association 


page 103) 


ority 1V; with small family; desires or 
practice opportunity; university trained with private 
practice experience; best references; available this 
AVIATION MEDICINE summer. Box 5682 1, % AMA 
yradua ersity 
PATHOLOGY 31; MARRIED; FOREIGN GRADU- 
y, University California; ate; exchange visitor completing 2% years of patho- 


USAF base; duties, phys logic anatomy desires 3rd year position in PA starting 
therapy for flight per- July 1, 1958, in approved program. Write: Box 5686 I, 
an industrial-type health % AMA 


medicine; require warm 
CARDIOLOGIST-INTERNIST—37; 5 YEARS PRIVATE 


of bronchialasthma of child; licensed California, Ohio; practice; internal medicine and fellow cardiology Har- 

late 30's; about $12,000. Woodward Medical Bureau, vard; research aviation cardiology; interested in full 

185 No, Wabash, Chicago 1 time insurance; research or academic fields. Box 
GENERAL PRACTITIONER—28%; FAMILY; AAGP; 5687 I, % AMA. 

interested in association with individual or clinic in 

Wisconsin, Colorado, New Mexico, Arizona, or Cali- BOARD SURGEON — SEEKS ASSOCIATION WITH 

f now practicing group or general practitioner, or specialist; trained, 


experienced in traumatics; gynecology; abdominal and 
chest; prefer south or midwest; wish congenial atmos- 
phere. Box 5689 I, % AMA. 


try; OB. Box 5684 I, 


IN SURGERY; 
Surgery; 4 years, 
surgery, im- 
Burneice Larson, Medical 
Chicago. I 


a oh GENERAL PRACTITIONER — 28; MARRIED; MILI- 


tary completed; general practice past 3 years including 

obstetrics and surgery; available after 15 August; li- 

censed California and Nebraska; desire West or Mid- 

$ experience general prac west. Box 5691 1, % AMA. 

or group in Pennsylvania ; 
A. 


(Continued on page 112) 
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BOOKS RECEIVED 


Books received by Tue JOURNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JouRNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


Symposium on Antibodies: Their Production 
and Mechanism of Action Given at Research Con- 
ference for Biology and Medicine of the Atomic 
Energy Commission. Sponsored by Biology Divi- 


TO EASY, 
ACCURATE 


TESTS 


The L-F 


With this new, efficient 


you put in four 
weight and sex 


SLIDE-RULES 
NO HEAVY OXYGE 


BASALMETER. 


AL 
SELF-CALCULATING BAS 
METABOLISM APPARATUS 


factors (age, height, 
) and the patient puts 
in the fifth—the time factor. 


OR CONVERSION 


_. GET A DIRECT 
READING OF THE BM RATE 


BMR apparatus, 


The unit 
electrically 


utes these factors 
a basal metabolic rate. NO CHARI», 
RU TABLES. 


N TANKS. 


Now you or your nurse can give BMR tests right 
in your office with amazing facility and accuracy. 
The BasalMeteR does all the calculating for you, 
gives you the answer as soon as the test is timed. 
MAIL THE COUPON BELOW FOR NEW 
6-PAGE BROCHURE. 


Liebel-Flarsheim Company AMA 6239 


Cincinnati 15, Ohio 

Gentlemen: * Please send me, without obligation, your 
NEW 6-PAGE BROCHURE describing the L-F Basal- 
MeteR self-calculating BMR unit. 


NAME 


ADDRESS 


CITY-STATE 


sion, Oak Ridge National Laboratory, Oak Ridge, 
held at Gatlinburg, Tennessee, April 
8-10, 1957. Reprinted from Journal of Cellular 
and Comparative Physiology, vol. 50, supp. 1, 
December 1957. Paper. Gratis to scientific investi- 
gators. Pp. 361, with illustrations. Oak Ridge 
National Laboratory, operated by Union Carbide 
Nuclear Company, Division of Union Carbide Cor- 
poration, P.O. Box Y, Oak Ridge, Tenn., 1957. 


Tennessee, 


Employment Outlook in Health Service Occupa- 
tions. Bulletin no. 1215-2, U.S. Department of 
Labor, Bureau of Labor Statistics. [Reprint of 
chapter in 1957 edition of Occupational Outlook 
Handbook. Prepared with cooperation of Bureau 
of Employment Security, Women’s Bureau, Bureau 
of Apprenticeship and Training, and Bureau of 
Labor Standards of Department of Labor; Veter- 
ans Administration; Department of Agriculture; 
and Department of Health, Education, and Wel- 
fare.] Paper. 35 cents. Pp. 66-105, with illustra- 
tions. Superintendent of Documents, Govern. 
Print. Off., Washington 25, D.C., 1958. 


A Methods Improvement Program in a Medium 
Size Hospital. By Harlan Newkirk. An Activity 
Study of Nursing Personnel Assigned to Four Gen- 
eral Medical Wards During the Evening Hours. 
By Carolyn L. Walker. Hospital methods improve- 
ment, two studies. This publication constitutes one 
of series of booklets on hospital issues, social and 
economic, published by Graduate Program in Hos- 
pital Administration of State University of Iowa 
under grant from W. K. Kellogg Foundation. 
Paper. Pp. 39; 46. Graduate Program in Hospital 
Administration, State University of Iowa, lowa 
City, 1957. 


A Review and Study of Illness and Medical Care 
with Special Reference to Long-Time Trends. By 
Selwyn D. Collins. [Long-time trends in illness 
and medical care.] Issued concurrently with Nov. 
issue of Pub. Health Rep., vol. 72, no. 11. U.S. 
Department of Health, Education, and Welfare, 
Public Health Service. Public Health monograph 
no. 48, Public Health Service publication no. 544. 
Paper. 50 cents. Pp. 86, with illustrations, Super- 
intendent of Documents, Govern. Print. Off., 
Washington 25, D. C., 1957. 


Cardiovascular Collapse in the Operating Room. 
By Herbert E. Natof, M.D., Assistant in Anesthesia, 
| University of Illinois, College of Medicine, Chi- 
| cago, and Max S. Sadove, M.D., Professor of Sur- 
gery, University of Illinois, College of Medicine. 
Foreword by Warren H. Cole, M.D. Cloth. $6. Pp. 
197, with 15 illustrations. J. B. Lippincott Com- 
pany, 227-231 S. Sixth St., Philadelphia 5; 2083 
Guy St., Montreal, Canada; Pitman Medical Pub- 
lishing Company, Ltd., 45 New Oxford St., Lon- 
don, W. C. 1, England, 1958. 


El dolor en ginecologia. Por Manuel Usandi- 
zaga, catedratico de obstretricia y ginecologia de 
la Facultad de medicina de Barcelona, Emilio Gil 
Veret, profesor adjunto de obstetricia y gine- 
cologia de la Facultad de medicina de Barcelona, 
y Eimilio Molinero, jefe del servicio de obstetricia 
y ginecologia de la Casa de salud valdecilla de 
Santander. Cloth. Pp. 198, with 31 illustrations. 
Vergara Editorial, $. A., Paseo General Mola 9, 
Barcelona, Spain, n. d. 


Tumors of the Soft Somatic Tissues: A Clinical 
Treatise. By George T. Pack, M.D., LL.D., 
F.A.C.S. Associate Professor of Clinical Surgery, 
Cornell University Medical College, New York, 
and Irving M. Ariel, M.D., F.A.C.S., Associate 
Clinical Professor of Surgery, New York Medical 
College, New York. Cloth. $30. Pp. 820, with 652 
illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd 
St., New York 16, 1958. 


(Continued on page 112) 
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care of 
the man 


rather than 


merely his 
stomach”® 


js 
j 


two-level control of gastrointestinal dysfunction 


at the central level 
The tranquilizer Miltown® reduces anxiety and tension.-* 


Unlike the barbiturates, it does not impair mental or 
physical efficiency.®:* 


at the peripheral level 
The anticholinergic tridihexethy]l iodide reduces 
hypermotility and hypersecretion. 


Unlike the belladonna alkaloids, it rarely produces 
dry mouth or blurred vision.*4 


indications: peptic ulcer, 


spastic and irritable colon, esophageal 
spasm, G. I. symptoms of anxiety states 


each Milpath tablet contains: 
Miltown® (meprobamate WALLACE) ...... 400 mg. 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 

Tridihexethyl iodide 25 mg. 
(3-diethylamino-1- -cyclohexyl- 1- -phenyl- 2. propanol- -ethiodide) 
dosage: 1 tablet t.i.d. at mealtime and 2 tablets at bedtime. 


available: bottles of 50 scored tablets. 


references: 

1. Altschul, A. and Bill yw, B.: The clinical use of meprebamete (Miltown®). 

New York J. Med. 57:2361, July 15, 1957. Atwater, J. The use of anticholinergic 
agents in peptic uleer therapy. J. M. A. Georgia 45:421, bot 1956. 3. Borrus, J. C.: 


Study of effect of Miltown (2a 
psychiatric states. J. A. M. A. 157:1 . April 30, 195 . 4 Cayer, D.: Prolonged 
anticholinergic therapy of duodenal ulcer. Am. J. Digest. Di. 1:301, July 1956. 

6. Marquis, D. G., Kelly, E. L., Miller. J. G., Gerard, R. W. and Rapoport, A.: 
Experimental studies of behavioral effects of meprobamate on normal subjects. Ann. 
New York Acad. Sc. 67:701, May 9, 1957. 6. Phillips, R. E.: Use of meprobamate 
(Miltown®) for the treatment of emotional disorders. Am. Pract. & Digest Treat. 
7:1573, Oct. 1956. 7. Selling, L. S.: A clinical study of Miltown®, a new tranquilizing 
agent. J. Clin. & Exper. Psychopath. 17:7, March 1956. 8. Wolf, 8. and Wolff, 

Human Gastric Function, Oxford University Press, New York, 1947 


-n-propyl-1,! »panediol dicarbamate) on 


WALLACE LABORATORIES 
New Brunswick, N., J. 


| | 


In the common cold, nasal allergies, sinus- Each double-dose “timed-release” 


itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of tablet keeps nasal passages 


symptoms in minutes. Running noses stop, clear for 6 to 8 hours — 
clogged noses open—and stay open for 6 to . 
8 hours. The patient can breathe again. provides “around-the-clock” 
With topical decongestants, ‘“‘unfortu- freedom from congestion on 
nately, the period of decongestion is often just three tablets a day 


followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- ; 
first—the outer layer dissolves 
tion... .”* The patient then must reapply CoS: 

within minutes to produce 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 

Triaminic is not likely to cause secondary 
congestion, eliminates local overtreatment 
and consequent nasal pathology. 

*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


then —the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Each double-dose “‘timed-release”” TRIAMINIC 
Tablet contains: 

Phenylpropanolamine hydrochloride 50mg. 

Pyrilamine maleate . ... . . 25mg. 

Pheniramine maleate. . . . . . 25mg. 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication. 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed. 


8 ® 
Tr | d “‘timed-release”’ 
tablets 


running noses .. Be; e. and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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pregnancy 
is a State 
of stress 


Meprobamote 
Promethazine HC! 


SPARINE® HCI 
Promazine HC! 


4A Wyeth normotropic drug for nearly 
ery patient under stress 
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... like having an 
extra pair of hands”’ 


WALL TRANSFORMER UNIT 
keeps any two Welch Allyn illuminated 
instruments ready for instant use 


& Just lift the instrument — it’s 
and ready to use. Re- 
ace it... light goes out. 


4& Handles for two instruments— 
saves frequent changing of 
heads, 

# Maximum brilliance of illumi- 
nation without overloading 
lamps is assured with rheostat 
and easily-read voltmeter. 
Lamps last longer. 


WELCH 


No battery replacements — 


light weight handles. 


# 8’ coiled cords on each handle 
— wide scope of use without 
trailing extension cords. 

# Binding posts for cord tips. 

@ Easily mounted — connects to 
regular 110-120 v. AC. 


No. 745-AT YOUR SURGICAL SUPPLY 
DEALER NOW.......$60.00 


ALLYN 
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SURGEON 33; 

five years of 

vascular surgery; 

group or another 
AMA 


G 


ELIGIBLE; CONGENIAL; 
training; general, thoracic, 
desire affiliation with 
south. Box 5678 I, 


BOARD 
University 
MS surgery; 
surgeon; prefer 


UNIVERSITY 
clinic ; 


COMPLETING 
hospital and/or 


PATHOLOGISTS 
partnership in 


TWO 
training desire 


West coast preferred; consider other locations; Board 
Eligible | PA and CP July; military completed. Box 
5677 I, AMA 


CLINICAL HEMATOLOGIST — EARLY THIRTIES; 
military obligations fuifilled; passed Part | Internal 
Medicine Boards; presently with university hospital; 
desires association with individual or group; any loca- 


tion. Write: Box 5674 I, % AMA 

PHYSICIAN—30; WITH PRINCIPAL TRAINING IN 
internal medicine desires position for April, May, and 
June in Westchester County or Bronx, New York. 
Write: 15 Pinecrest Drive, Hastings-on-Hudson, New 
York, Hastings 5-1220. I 

BOARD SURGEON—FACS; AGE 35; UNIVERSITY 
trained; 5 years practice; desires association with estab- 
lished surgeon(s) or clinic group preferably in mid- 


Box 5389 I, % AMA. 


west or north central states. 


INTERNIST 31; BOARD ELIGIBLE; UNIVERSITY 
hospital trained; desires location to practice or asso- 
ciation with group in Florida sox 5681 1, % AMA. 

GENERAL SURGEON WELL TRAINED; BOARD 
Certified; 32; family; desires cation for practice as 
associate or inde “~pendent Sox 5475 I, AMA 


EXPERI 
; teaching; admin 
completed; special 
h; desires challeng- 
5138 I, 1A 


INTERNIST CERTIFIED; FAMILY; 
enced director of medical educatic 
istration; practice; military servic 
training arthritis, psychiatry ; 
ing opportunity; expensive. 


rese 


Box 


INTERNIST — BOARD CERTIFIED; 40; FAMILY; 
_—— training cardiology, allergy, clinical pathology 
(Ph.D.), several years private practice; interested prac- 
tice, teaching res 


reh; = association with group 

or individual. Box 5654 I, A. 

BOARD CERTIFIED GENERAL SURGEON — BOARD 
qualified thoracic surgeon; 6% years residency; 32 

married; military service completed ; licensed in Cali 

fornia, Minn »sota and Ohio; available July, 1958. Box 

5284 I, % AMA. 


ANESTHESIOLOGIST BOARD CERTIFIED; 12 
years experience; jiast 5 years Chief of approved depart- 
ment in large general hospital; prefer organize or head 
department; teaching experience; best recommenda- 
tions. Box 5599 I, % AMA. 
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Operative Surgery. Volume Five: Orthopaedic 
Surgery. Under general editorship of Charles Rob, 
M.C., M.Chir., F.R.C.S., Professor of Surgery, St. 
Mary’s Hospital, London, and Rodney Smith, M.S., 
F.R.C.S., Surgeon, St. George’s Hospital, London. 
Cloth. $19.50. Pp. 366, with illustrations. [F. A. 
Davis Company, 1914-16 Cherry St., Philadelphia 
3]; Butterworth & Co., Ltd., 88 Kingsway, London, 
W. C. 2; 1867 Danforth Ave., Toronto 6, Canada, 
1957. 


Thérapeutique, 
les professeurs 


Les entretiens de Bichat 1957. 
publiés sous la direction de MM. 
Guy Laroche et L. Justin-Besancgon, avec la collabo- 
ration de F. Afifi et al. Chirurgie—spécialités, sous 
la direction de MM. R. Fleury et al. Médecine, 
sous la direction de MM. les professeurs Guy 
Laroche et L. Justin-Besangon et al. [In three sep- 
arate volumes.] Cloth. Pp. 160; 454; 621. L’Expan- 
sion scientifique francaise, 15 rue St.-Benoit, Paris 
6e, France, 1957. 


Pharmacology and Therapeutics: A Textbook 
for Students and Practitioners of Medicine and 
its Allied Professions. By Arthur Groliman, Ph.D., 
M.D., F.A.C.P., Professor and Chairman of De- 
partment of Experimental Medicine, Southwestern 
Medical School, University of Texas, Dallas. Third 
edition. Cloth. $12.50. Pp. 1034, with 192 illus- 
trations. Lea & Febiger, 600 S. Washington Sq., 
Philadelphia 6, 1958. 


Cunningham’s Manual of Practical Anatomy. 
Volume One: General Introduction, Upper Limb, 
Lower Limb. Revised by James Couper Brash, 
M.C., M.A., M.D. Twelfth Edition. Cloth. $6. 
Pp. 394, with 197 illustrations. Oxford University 
Press, Amen House, Warwick Sq., London, E. C. 4, 
England; 114 Fifth Ave., New York 11; Amen 
House, 480 University Ave., Toronto Canada, 
1957. 


Adequate Medical Records in Group Medical 
Practice. By William D. Barry. This publication 
constitutes one of series of booklets on hospital 
social and economic, published by Graduate 
Administration of State Uni- 


issues, 
Program in Hospital 


versity of lowa under grant from W. K. Kellogg 
Foundation. Paper. Pp. 73. Graduate Program in 
Hospital Administration, State University of Iowa, 
Iowa City, 1957. 


Ciba Foundation Symposium on Drug Resistance 
in Micro-Organisms: Mechanisms of Development. 
Editors for Ciba Foundation: G. E. W. Wolsten- 
holme, O.B.E., M.A., M.D., and Cecilia M. O’Con- 
nor, B.Sc. Cloth. $9. Pp. 352, with 62 illustrations. 
Little, Brown & Company, 34 Beacon St., Boston 6; 
J. & A. Churchill, Ltd., 104 Gloucester Place, Port- 
London, W. 1, 1957. 
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man Sq., England, 


The Cancer Quacks. By Charles S. Cameron, 


M.D. Reprinted with permission from The Truth 
About Cancer, copyright, March 1956, by Prentice- 
Hall, Inc. U. S. Department of Health, Education, 


and Welfare, Public Health Service, National Insti- 


tutes of Health, National Cancer Institute. Public 
Health Service publication no. 559. Paper. Pp. 18. 
Govern. Print. Off., Washington 25, D. C., 1957. 


Research Grants and Awards, National Institutes 
of Health, Fiscal Year 1957 Funds. U. 8S. Depart- 
ment of Health, Education, and Welfare, Public 
Heaith Service, National Institutes of Health, Di- 
vision of Research Grants, Public Health Service 
publication no. 571. Paper. 45 Pp. 147. 
Superintendent of Documents, Govern. Print. Off., 
D. C., 1957. 


cents, 


Washington 25, 


Handbuch der Thoraxchirurgie. (Encyclopedia 
of Thoracic Surgery.) Erster Band: Allgemeiner 
Teil. Herausgegeben von E. Derra. Bearbeitet von 
O. Bayer et al. [In German and English.] Cloth. 
370 marks. Pp. 838, with 441 illustrations. 
Springer-Verlag, Reichpietschufer 20, (1) Berlin 
W. 35 (West-Berlin); Neuenheimer Landstrasse 
24, Heidelberg: Gottingen, Germany, 1958. 


Self-Help Devices for Rehabilitation. A co- 
operative service project made possible by National 
Foundation for Infantile Paralysis and conducted 
by New York University-Bellevue Medical Center, 
Institute of Physical Medicine and Rehabilitation. 
{Ninth report.] Paper. No pagination, with illustra- 
Institute of Physical Medicine and Rehabili- 
400 E. 34th St., New York 16, n.d. 


tions. 
tation, 
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TERFONYL 


Squibb Triple Sulfas 


Meth Oia Me: Sulfonamides 


ins & Sons, New You 


a well tolerated, highly soluble 
sulfonamide preparation 


therapeutically established for 
your clinical use 


For many urinary, respiratory and other bacterial infections... 


... you'll find Terfony] a drug of choice because of its high 
degree of efficacy, maximum safety and wide patient ac- 
ceptability. To date, physicians have prescribed Terfony] 
for millions of patients with excellent results. 


Advantages of Terfonyl 


® clinically proved in millions of patients 

® provides effective sulfonamide therapy with minimal risk 

® highly soluble at the pH range of the kidneys 

® wide antibacterial spectrum—including gram positive and 
gram negative organisms 

® produces rapid, high blood levels 

® economical 


Supply 
Tablets, 0.5 Gm., bottles of 100 and 1000. Raspberry-fla- 


vored Suspension, 0.5 Gm. per teaspoonful (5 cc.), pint 
bottles. 


SQUIBB 


Squibb Quality—the Priceless Ingredient 
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OVER A CENTURY OF EXPERIENCE AND SERVICE 


Your patient will find just the 
stocking you prescribe in the 


Elastic Stockings 


Kendrick Stockings are available in 3 dif- 
ferent types of construction, different weights 
of rubber thread, different degrees of pres- 
sure, different types of covering thread, dif- 
ferent kinds of knitting. Each is designed 
for specific varicosities and for your patient's 
physical type, to insure correct pressure all 
ways — always. 


If you cannot get genuine Kendrick Elastic 
Stockings at your local surgical supply dealer, 
write us and we will tell you where you can 
get them. 


JAMES R. KENDRICK COMPANY, INC. 
Philadelphia 44, Pa. — New York 16, N.Y. 


Line of 
3 Basically Different 


Kendrick 


KENNIT — two-way stretch, full-fashioned elastic 
hosiery reinforced with fine cotton or nylon. . 
all except the most severe varicosities. 


KENLITE — a 
sheer full-fashioned stocking knitted entirely of 
fine, nylon-wrapped elastic 
and general use .. . 


KENLASTIC ACCORDION STITCH — one-way 
stretch elastic stockings available in a wide selec- 
tion of types, sizes and weights. Patented construc- 
tion eliminates wrinkling and binding over instep 
and behind knee. It is the ultimate of fine crafts- 
manship in elastic hosiery. 


. for 


“fashion-wise” two-way stretch, 


for mild support 
practically invisible. 
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AMERICAN BOARD SPECIALISTS TO 
join groups, ete.; physicians for pri- 
industry, public 
Shay Medical, 


AVAILABLE 
head departments, 

practice, assistants or associates, 

. Please write tor recommendations. 
Agency, 55 E. Washington, Chicago. 

INTERNIST — CERTIFIED; 33; UNIVERSITY 
trained ; currently on faculty of medical school; has had 
experience in private practice and industrial medicine; 
desires association with peanstal, clinic; military service 
completed. Box 4858 1, % AMA 

OBSTETRICIAN-GYNEC aisenme — 32; BOARD ELI- 
gible; university trained; practice experience; desire 
opening; excellent training; references; consider any 
location; various licensure. Box 5597 1, % AMA. 

ANESTHESIOLOGIST — BOARD ELIGIBLE; 31; | 
year on teaching faculty of University Medical Center; 
desires to enter practice on fee for service 
basis. Box 5657 |, AMA 


GENERAL PRACTITIONER—33; FLORIDA LICENSE; 


a7 desires solo practice or association. Box 5650 I 
Y AMA. 


SURGEON—BOARD CERTIFIED; 36; SINGLE; DE- 
sires location or association with group or individual. 
Box 5554 1, % AMA. 


RADIOLOGIST—CERTIFIED R AND ISOTOPES; AGE 
82; to relocate; available soon. Box 
5585 A 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. I 


PROFESSIONAL AND TECHNICAL AIDES 


WANTED LABORATORY TECHNICIANS 
tered or eligible for ASCP registry; 


; REGIS- 
for 250 bed general 
hospital; salary dependent on experience and training. 
Write: Pathologist, St. Joseph Hospital, Lorain, Ohio. L 
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Drugs: Their Nature, Action and Use. By Harry 
Beckman, M.D., Director, Departments of Pharma- 
cology, Marquette University Schools of Medicine 
and Dentistry, Milwaukee. Cloth. $15. Pp. 728, 
with 126 illustrations. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape 

Shaftesbury Ave., London, W. C. 2, England, 
1958. 


The Early Diagnosis of the Acute 
Sir Zachary Cope, B.A., M.D., M.S. 
tion. Cloth. $4.50. Pp. 188, with illustrations. 
Oxford University Press, Amen House, Warwick 
Sq., London, E. C. 4, England: 114 Fifth Ave.. 
New York 11; Amen 4 480 University Ave., 


Toronto 2, Canada, 1957. 


Abdomen. By 
Eleventh edi- 


nse, 


Afferent Impulses to the Cerebellar Hemispheres 
from the Cerebral Cortex and Certain Subcortical 
Nuclei: An Electro-anatomical Study in the Cat. 
By Jan Jansen, Jr. Acta physiol, scandinav., vol. 41, 
supp. 143. Paper. Pp. 99, with 36 illustrations. 
P. A. Norstedt & Séner, Tryckerigatan 2, Stock- 
holm 2, Sweden, 1957. 

Untersuchungen iiber das Blutbild I-bis 15- 
Jahriger Kinder der Stadt Turku in Finnland: 
Rotes und weisses Blutbild, Gesamt- und Einzel- 
volumen und Himoglobinkonzentration der Ery- 


throcyten. hie Asser Huuhtanen. Ann. paediat. 
Fenniae, vol. 4, supp. 9. Paper. Pp. 81, with illus- 
trations. Sabeveaheta 11, Helsinki, Finland, 1955. 

The Bacteriology of Tuberculosis. By Egons 
Darzins, M.D., Research Scientist, Anoka. State 
Hospital, Anoka, Minn. Cloth. $10. Pp. 488, with 
54 illustrations. University of Minnesota Press, 
Minneapolis 14; Oxford University Press, Amen 


House, Warwick Sq., London, E. C. 4, England, 
1958. 

Studies on the Exo-Erythrocytic Cycle in the 
Genus Plasmodium. By R. S. Bray, B.Sc., Ph.D. 
London School of Hygiene and Tropical Medicine 
memoir no. 12. Cloth, 42 shillings. Pp. 192, with 
24 illustrations. H. K. Lewis & Co., Ltd., P. O. 
Box 66, 136 Gower St., London, W. C. 1, Eng- 
land, 1957. 


Louis Pasteur: A Great Life in Brief. By Pasteur 
Vallery-Radot. Translated from French by Alfred 
Joseph. Cloth. $3. Pp. 199. Alfred A. Knopf, Inc., 
501 Madison Ave., New York 22; McClelland & 
Stewart, Ltd., 25 Hollinger Rd., Toronto 16, 
Canada, 1958. 


Proceedings of the Workshop on Standards and 
Procedures for Medical Records and Reports in 
Chronic Disease Hospitals, November 5-9, 1956, 
Washington, D.C. Paper. Pp. 24. American Asso- 
ciation of Medical Record Librarians, 510 N. Dear- 
born St., Chicago 10, 1957. 


Vasculature of the Corpus of the 
Nils Lundgren. Translated by 
Mr. L. James Brown. Acta obst. et gynec. 
scandinayv., vol XXXVI, supp. 4. Paper. Pp. 115, 
with illustrations. Karolinska Sjukhuset, Stockholm 
60, Sweden, 1957. 


Studies on the 
Human Uterus. By 


The Vacuum Extractor, an Obstetrical Instru- 
ment, and the Parturiometer, a Tokographic De- 
vice. By Tage Malmstrém. Acta obst. et gynec. 
scandinav., vol. XXXVI, supp. 3. Paper. Pp. 87, 
with 57 illustrations. Karolinska Sjukhuset, Stock- 
holm 60, Sweden, 1957. 


etyce lekarskiej. Napisat 
Wydanie IV, przedmowa 
poprzedzit Bolestaw Skarzynski. [Thoughts and 
aphorisms on medical ethics.] Cloth, 22 zloty. 
Pp. 163. Panstwowy Zaktad Wydawnictw Lekars- 
kich, Warsaw, Poland, 1957. 


Mysli i aforyzmy o 
Wladystaw Bieganski. 


Octavo Congreso uruguayo de cirugia, 1957, 
10-12 de diciembre. Tomo I. Sede: Parque Hotel, 
Rambla Presidente Wilson. Paper. Pp. 414, with 
illustrations. Secretaria General, Avda. Agraciada, 
1464, Piso 13, Montevideo, Uruguay, 1957. 


Statistica e sociologia sanitaria: Lezioni e studi. 
Di Giovanni L’Eltore et al. Edizione Ha. Paper. 
3000 lire. Pp. 443, with illustrations. [Federazione 
italiana contro la tubercolosi, Via Ezio 24], Rome, 
Italy, 1956. 


Transactions of the American Association of 
Genito-Urinary Surgeons. Volume XLIX. Paper. 
$5.50. Pp. 210, with illustrations. Secretary-Treas- 
urer: Dr. William J. Engel, Cleveland Clinic, 
Cleveland 6, 1957. 
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Do a well-qualified assistant or 
many who would interest you. us. 
THE NEW YORK MEDICAL EXCHANGE | 
489 Fifth Avenue (Opposite Library) 
Fi Stk Specialists in Selection Since 1926 
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manages both the psychic and somatic symptoms 
ng eieves emotional stress in the menopause 
a somatic disturbances due to ovarian decline 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A PROVEN A PROVEN ESTROGEN 


SUPPLIED: Bottles of 60 tablets. 
EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) 


2-methy!-2-n-propy!-1,3-propanediol dicarbamate 
Conjugated Estrogens (equine) 
posaGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
8g Should be adjusted to individual requirements. 
CMP-6480-18 ALLACE LABORATORIES, New Brunswick, N.J. Literature and samples on request. 
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MARSILID 


(iproniazid) 


a new 
psychic energizer 


“a major breakthrough...in mental drsease’’* 


Q. 
A 


What is Marsilid? 


Marsilid ROCHE (iproniazid) is a psychic energizer — the very 
opposite of a tranquilizer —of unsurpassed value in mild and 
severe depression. Marsilid is an amine-oxidase inhibitor which 
affects the metabolism of serotonin, epinephrine, norepinephrine 
and other amines. 


How does Marsilid act? 


Marsilid restores a feeling of well-being and promotes an increase 
in appetite, weight and vitality. It restores depleted nervous energy 
and stimulates appetite and weight gain in chronic debilitating 
disorders. 


Marsilid, in effect, has a protective or sparing action on serotonin 
and norepinephrine in the brain. When subjects treated with 
Marsilid take reserpine, the effect of Marsilid is potentiated by 
reserpine — the opposite of the usual tranquilizing results of re- 
serpine therapy. This is due to the fact that reserpine releases 


“T. R. Robie, paper read at First Marsilid Symposium, New York City, November 29, 1957 
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serotonin and norepinephrine from their bound forms in the 


brain; normally these substances are rapidly destroyed by amine 
oxidase. 


How soon is the effect of Marsilid apparent? 


. Marsilid is a relatively slow-acting drug; even in mild depression 
results may not be evident for a week or two. In chronically de- 


pressed or regressed psychotics, results may be apparent only after 
a month or more. 


How does Marsilid compare with shock treatment? 


Marsilid may obviate the need for shock treatment. The drug has 


repeatedly been effective in patients who had not responded to shock 
therapy (both insulin and electroshock) . 


What is the dosage of Marsilid? 


Like all potent drugs, Marsilid requires individual dosage ad- 


justment for best results. It is therefore important to follow the 
dosage directions carefully. 


What precautions should be taken with Marsilid? 


Like cortisone, digitalis and other potent drugs, Marsilid should 


be used with care and the precautions listed in the literature 
should be observed. 


What is the clinical background for Marsilid? 


The therapeutic usefulness of Marsilid has been described in over 
50 recent publications. For reprints and information on the clini- 
cal use of Marsilid, write to Professional Service Department, 
Roche Laboratories, Nutley 10, New Jersey. 


Marsilid® Phosphate—brand of iproniazid phosphate (1-isonicotinyl- 
2-isopropylhydrazine phosphate) 
Roche—Reg. U. S. Pat. Off. 


ROCHE LABORATORIES .- Division of Hoffmann-La Roche Inc + Nutley, New Jersey 
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A HOUSING BUREAU has been organized for the American Medical 
Association in San Francisco. Since all requests for rooms are han- 
died in chronological order, it is recommended that you send in your 
application as quickly as possible. 


ALL REQUESTS SHOULD BE ACCOMPANIED by a DEPOSIT 
CHECK for $10.00 per room made out to the AMA HOUSING 
BUREAU. Due to the existing crowded conditions, hotels cancel 
unclaimed reservations by 4:00 p.m. Therefore, a deposit is requested 
to ensure that your reservations will be held on your arrival date— 
whatever the hour. Your deposit will be credited to your account. 
PLEASE DO NOT SEND CASH. 


CANCELLATIONS: Cancellations must be received 15 days prior to 
the meeting for refunds of your deposit to be made by the hotel. If 
sufficient time is not allowed for the hotel to reassign space, all of 
the deposit is forfeited. 


Sau francisco, 23-27, 1958 


and names and addresses of all persons w 
quested. 


IMPORTANT 


All reservations should be cleared through the AMA Housing Bureau. 
All requests must give definite date and _—— hour of arrival 
0 will occupy rooms re- 


ALL RESERVATIONS WILL BE CONFIRMED IF REQUEST IS 
RECEIVED NOT LATER THAN JUNE 8. 


Due to complexities of a number of pre-A. M. A. Meetings in San 
Francisco, date of departure cannot be changed after reservations 
have been confirmed by the hotel. Physicians may reserve rooms 
through a prior meeting and retain them through the A. M. A. meeting, 
June 23 to 27, if they so specify. If departure at close of prior meeting 
is indicated, guests are expected to release their rooms to physicians 
coming in for the A. M. A. Meeting only—June 23 to 27. 


MAIL TO: 


AMA HOUSING BUREAU 
Room 300, 61 Grove Street 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


First Choice Hotel 


Second Choice Hotel 


Third Choice Hotel 


Please ar- 


(Note: 
another. ) 


range to 


Single rooms are very scarce. 
share a twin-bedroom with 


Single Room 


Double Bedroom 


Twin Bedroom 


Parlor, bedroom suite 


A. M. 


Arrival 


Departure 


NAMES OF ALL OCCUPANTS: 
(Please bracket those sharing a room) 


ADDRESSES: 


Check for $ 
envelope. 


City 


payable to AMA HOUSING BUREAU is enclosed. Please enclose a self-addressed, stamped 


MAIL COUPON TO: 
(Signed) 


Address 


(Please print or type) 


State 


e 
>: 
| 
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ZONE 


WASHING TON 


SACRAMENTO 


CALIORNIA 


HOTEL 
ALEXANDER 
HAMILTON 
ARLINGTON 
BELLEVUE 
BERESFORD 
BEVERLY PLAZA 
BILTMORE 
CADILLAC 
CALIFORNIAN 
CANTERBURY 
CARAVAN 
LODGE 
CARTWRIGHT 
CECIL 
CHANCELLOR 
COLONIAL 
COMMODORE 
CORDOVA 
COURT 

CRANE 

CREST 
DEVONSHIRE 
DON 

DRAKE- 
WILTSHIRE 

EL CORTEZ 
EMBASSY 
ESSEX 
FAIRMONT 
(Women’s Aux- 
iliary Head- 
quarters) 
FIELDING 
FRANCISCAN 
GATES 
GAYLORD 
GOLDEN STATE 
HERALD 
HERBERT 
HUNTINGTON 
KING GEORGE 
LAFAYETTE 
LANKERSHIM 
LA SALLE 
LOMBARD 
MANX 

MARK HOPKINS 
NEW ALDEN 
NEW DALT 
OLYMPIC 
OXFORD 


Te 


SINGLE 


$ 7.00-12.50 
3.00- 5.00 


6.50- 8.50 


12.00-19.00 
6.00- 8.00 
7.00 


13.00-17.00 
4.00 


5.00- 8.00 
7.00 


DOUBLES & TWINS 


$ 9.00-16.00 
4.00- 7.00 
9.00-12.00 
8.00-10.00 
8.00-11.50 
7.00- 8.00 
6.00 
8.50-12.00 
9.50-14.00 


16.00-20.00 
7.50- 8.50 
8.00-10.00 
8.50- $.50 
12.00-15.00 
8.00-16.00 
7.00- 9.00 
4.00- 5.00 
5.00- 7.00 
5.00- 9.00 
6.00-10.00 
6.00- 7.50 


8.00-10.00 
6.50-10.00 
5.50- 7.00 
5.00- 6.00 


16.00-23.00 
7.00-12.00 
9.00-12.00 
4.00- 5.00 
7.50-10.50 
6.50- 8.50 
5.00- 8.00 
4.00- 7.00 
11.00-18.00 
8.00-10.00 
5.00- 6.00 
4.50- 6.50 
5.00- 8.00 
5.00- 9.00 
8.00-11.00 
17.00-21.00 
5.50- 7.50 
5.00- 5.50 
7,00-10.50 
8.00- 9.00 


SUITES 


$15.00-30.00 


18.00-25.00 


16.00-18.00 


19.00-21.00 
25.00-35.00 


20.00-25.00 
20.00-25.00 


12.00-20.00 


14.00-18.00 
14.50-18.00 
12.00-18.00 


33.00-49.00 
20.00 
20.00 


18.00-22.00 
25.00-40.00 

9.00-11.00 
10.00-14.00 
15.00-20.00 


28.00-45.00 


16.00-20.00 


San Francisco in June 1958 will be the medical capital of the world. Visitors from every country will be attending the A.M.A. 
Meeting. It will provide you a fruitful source of new information on the advances of scientific medicine. 
Plan now for your attendance at this outstanding meeting. You will find a broad variety of subjects covered . . . 
be ample opportunity for discussion of your problems with demonstrators in the scientific and technical exhibits. 

All hotel reservations should be cleared through the A.M.A. Subcommittee on Hotels before June 8th . . . by taking a few moments 
now, you will assure yourself of a hotel reservation. 


and there will 


ZONE HOTEL SINGLE DOUBLES & TWINS SUITES 
J PICKWICK $ 4.00- 5.00 $ 5.50- 8.50 
1 POWELL 5.00 7.00- 8.00 
A RICHELIEU 4.50 5.00- 9.00 $15.00 
F ROOSEVELT 5.00- 6.00 6.00- 8.00 15.00 
E SAN CARLOS 4.00 
L ST. FRANCIS 10.00-22.00 12.00-24.00 26.00-45.00 
L ST. MORITZ 7.00- 8.00 
F SHAW 5.00 6.00- 8.00 
1 SHAWMUT 3.00- 3.50 4.00- 5.50 
N SHERATON (Headquarters hotel—no singles available) 
PALACE 9.00-15.00 13.00-18.00 24.00-50.00 
L SIR FRANCIS 
DRAKE 10.00-14.50 12.00-20.00 30.00-40.00 
L SOMERTON 4.00 5.50- 7.00 
L SPAULDING 5.00 6.00- 7.00 
L STEWART 5.00- 8.00 7.00-17.00 20.00-25.00 
L STRATFORD 4.50 5.00- 8.00 
N SUTTER 4.00- 7.00 6.00-10.00 15.00 
TERMINAL 2.50 5.00- 6.00 
E TRAVELERS 3.50- 4.00 4.00- 6.00 
VILLA-SAN 
MATEO 8.00-16.00 11.00-16.00 
Cc WHITCOMB 8.00-14.00 18.00-30.00 
F YMCA 2.00- 4.00 3.60- 8.50 
H YORK 4.00- 6.00 4.50- 8.50 15.00 
MOTELS SINGLE DOUBLES & TWINS SUITES 
AUDITORIUM 
TRAVELODGE $ 6.50- 8.50 $ 8.50 $12.50 
BEL-AIRE 10.00 
CARAVAN LODGE 15.00 
CORONET 12.00 14.00 
DOYLE— 
1555 Union Street 12.00 14.00 16.00 
DOYLE— 
1450 Lombard St. 12.00 14.00 16.00 
DOYLE CIVIC CENTER 12.00 14.00 16.00 
HOLIDAY LODGE 18.00 30.00 
HOLLAND 10.00 16.00 
LOMBARD PLAZA 10.00 12.00 
MARINA 7.00 12.50 
MARKET ST. 
TRAVELODGE 9.00 14.00 
MART 14.00 16.00 20.00-25.00 
OCEAN PARK 6.00- 8.00 
PLANTATION INN 12.00 14.00 24.00 
RANCHO LOMBARD 14,00-20.00 
SEA CAPTAIN 10.00 18.00 
TRAVELODGE— 
FISHERMAN’S 
WHARF 9.00 10.00 
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Antiint ammatory 


INCORPORATED 
EXCLUSIVE 


‘Antipruritic 
Antiallergic 
Bactericidal 
Fungicidal 


matory reaction was accompanied by increased scaling and lichenifi- 


R., and Fleischmajer, 


Glutamic 
Oxaloacetic 
and Glutamic 


Pyruvic Transaminase 
according to Cabaud, Wroblewski, et al., 
(Journal of Clinical Pathology, 1956) 


LUMETRON Clinical 
Colorimeter Mod. 401-A 


with 


Also 
Cyanmethemoglobin 
(Drabkin 


Write for Bull. 406; also for instructions 
on Tr inase and Cyanmethemoglobi 


OUR ELEVENTH YEAR IN THESE COLUMNS 
DISCUSSING 
FOOT STRAINS 

and SHOE FITTINGS 


Persistent foot fatigue and related dis- 
comfort sometimes tie back to chronic 
foot-strains and to patient's indi- 
vidual problems. Individual- 
ly fitted from 248 and 
Cuboid Shoe Inserts, when worn in any 
sensible shoe, are designed to “break in” 
and take form that “adapts” the shoe 
to the plantar area of the patient's foot. 


sty les sizes, 


Burns Cuboids have been prescribed by 
physicians for The 
product has been advertised to you in 
these columns for the past ten years. 


as long as 22 years. 


A special data sheet describing the functions 
of Cuboid Shoe Inserts is available to doctors 


on request. 


BURNS CUBOID CO. 
Established 1936 
BOX 658 e 


J.A.M.A., March 22, 1958 
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EMPLOYER PAYS FEE — THESE POSITIONS! 


for hsps supvy by 2 board pathol: to 

$5500; loca; twn 30,000; MW. (b) Reg'd mate 
tech; apprv’d vol gen hsp 75 bds: sm agric twn; NW 


(Continued from page 


(c) Reag’d, elig: 5 techs in busy lab, 120 bd gen hsp 
$4000; merit incr. to $4500 in 18 mos; SEC city 
85,000. (d) Pref also qual or willing learn x-ray; 
40 bd vol gen hsp; over $400 for reg'd tech: sm two 
resort area; MW. (e) Ass't chief: vol gen hsp 200 
bds: to $4800: lovely twn, lowa. (f) Female: arp 6 
internists; about $300; Fla resort loca. (9) 2 staff 
req'd pref: new 125 bd gen hsp. air-cond tab; te 
$5400; resid, agric city 20,000; MW. (h) Reo'd, Elia 
Calif: very busy tab, 30 bd gen hsp expand’g soon 
to $4200, call: nr coast. (i) X-ray knowl pref, not 
req'd: 30 bd gen hsp: sm twa or coll city: MW 
(j) CHIEF: reg’d mate pref: also teach in apprv'd 
sch: 5 yr old 200 bd gen hsp: to $5400; MidE 


Woodward Medical Bureau. 
185 N. Wabash, Chicago. 


Ann Woodward, Director 
L 


PRACTICES WANTED 
WOULD LIKE TO BEY A PRACTICE IN 
one of following states, Oregon, ¢ 
Washington. Box 5496 N, % AMA 


PRACTICES FOR SALE 


EITHER 


‘olorado or State of 


CALIFORNLA—-EAST BAY AREA GENERAL PRAC 
tice; downtown street level; fully equipped office, lease: 
moderate down payment; balance over three for for 
years n incom e; reason for leaving, further in 
ing. Box 5202 P, % AMA 

CALIFORNIA—ACTIVE; GENERAL PRA TICE 
miles east of San Francisco; ra 
tive, new completely equipped « ea 
open hospitals; terms to suit MA 

ILLINOIS LARG E WELL ESTABLISHED ACTIVE 
practice; west cent unt’ seat wn wee z 
cultural county; $50,000) annually 8 
suite fully m lesire to sell p 
building. Box 566 AMA 

ILLINOIS GENERAL PRACTICE; EASTERN ILLI 
nois; city 50,000; hospitals open; will int poduce pa 
tient load and office tacil s would readily sustain 2 
physicians; a single practitioner would gross $350,000 
first vear; reason for leaving marital: in market for 
purchase of out of state practice. Box 5618 P, ‘ AMA 


ILLINOIS — VILLAGE 1,000 POPULATION; UNOP. 


posed rural practice; fow overhead; 1957 grossed 
$26,250; with obstetrics estimate gross $40,000; fifteen 
room modern office: rent $25; records and equipment 
$5,000; house optional $17,000. Box 5636 P. “5 A 

INDIANA—NORTHEAST; LAKES REG ION; YOUNG 
internist to take ¢ establ “. 1 practice in new 2 
room stone building; preter b rom st Pi 
Century X-ray with fluor gross over $45,000 in 
city 17,000; county 30,000 internist; very reason 
able lease as only expense. Box 5675 P, ° AMA 

MARYLAND GENERAL PRACTICE ~tagad SALE 
established 10 years; well equipped office, complete 
files; low rent; gross over 25,000 last three years: ho 
pital facilitic for surgery, obstetrics: good location 
semi-rural ; practitioner over 35 best suited. Re 

y: Box 5555 » AMA 


MICHIGAN GENERAL PRACTITIONER TO TAKE 
on 


over thriving practice city of 175,000 northeast sect 
State; reasonably priced new equipment inciuding x 
ray; receptionist will remain; will stay to introduce; 
cash or terms. Box 5655 P, % AMA 

MIS SOURI TWO YEAR OLD PRACTICE GROSS 

00; six room office well equipped except t X-ray; 

rent $50; ground level; two blocks from center of town 
6,000; seven room house; steam heat; new gas furnace 
two ble «ks from office; rent $60.00; price ooo. D 
Michael LaSalle, 1601 E. 47th Street Kansa 
City, Mi url 

NEW YORK UPSTATE; ADIRONDACKS; 11,000 
population; 13 years established general prac o 
sale; 17 room office and residence combined; in 
troduce; leaving to specialize. Write: Box ff 
% AMA 

NEW YORK—LONG ISLAND HOME OFFICE COM 
bination: grossing $40,000 per year; will sell for re 
placement value of equipment and property; reason 
able terms; leaving state tox 5614 P, % AN 

OHIO—-AKRON; LUCRATIVE GENERAL PRACTICI 
grossing $35,000 a year; excellent location; wit } 


minutes of all’ hospitals; spacious, newly eqt 


rooms; beautiful 4 room apartment, recently 

ished; leaving to specialize; will introduce Box 
5547 P, % AMA 

OHIO—FOR SALE; COMPLETELY EQUIPPED OF- 

fice; surgical records for past thirty years; equipment 

only for s large industrial city in northwest Ohio 


tox 5533 P, % 


OHIO— FOR SALE; ACTIVE GENERAL PRACTICE IN 
Canton; with surgical privileges: owner leaving city; 
terms may be arranged. Box 5643 P, 9 A 


OREGON UNOPPOSED 
gross $45,000 in with 12 year old clinic building 
used for office and residency but suitable for 
mately 30 bed nursing home; approximately 
square feet floor space; office equipment included; 
around scenic and recreational area; price $50,000; 
owner leaving to specialize. Box 5694 P, % AMA 


PENNSYLVANIA—30 MILES FROM PHILADELPHIA; 
90 from New York in small town surrounded by many 
others; home and office built by physician; beautiful 
lawn and lot; accredited hospital one mile. Box 5640 P, 
Yo AMA. 


GENERAL PRACTICE; 


PENNSYLVANIA—COMPLETELY FURNISHED AIR- 
conditioned office; selling to liquidate estate of de- 
ceased doctor; Address to: Ida 

> 


Executrix, 1135 Levick Street, Philadelphia, Pa 


PENNSYLVANIA UNOPPOSED GENERAL PRAC 
tice in rural community; 45 miles from Scranton; good 
hospital facilities; is involved; will 


only the 
5659 P, % AM 


property 
introduce. Box A 


SANTA ANA, CALIFORNIA 


(Continued on page 123) 


pH 5.0. \ CREM 
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& _ Cation secongary inrecuion sucn as Is 
titis, atopic dermatitis, contact de and atitis.”” 
( 08% oF 1.0% hydrocortisone 
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if In Canada: 2765 Botes Rd., Montreal, PQ. 
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CONTROL FEVER...ACHES AND PAINS. 
—HEADACHE...GENERAL DISCOMFORT 


pediatric antipyretic-analgesic 


Tylenol is an effective and accepted relief measure for virus 
infections including influenza, common colds, adenovirus— 
and the host of other upper respiratory diseases. 
It makes the patient more comfortable... quickly. 


NOW AVAILABLE IN 


TYLENOL DROPS TYLENOL ELIXIR 

60 mg. (1 gr.) per 0.6 cc.—15 cc. bottles | 120mg.(2gr.)per5cc.—4and 12 fl. oz. bottles 
| 


L with calibrated droppers 


LABORATORIES, INC. 
Phitadeiphia 32, Pa. 


TYLENOL acetaminophen 


| FLU...COLDS...GRIPPE...SORE THROATS 
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| | FORMS | 
il 
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the latest addition 
to AMA’s parade 


of PR aids sure to make a hit with your patients by providing written answers 
to many questions about their medical care. 


AMA now offers you its newest publication designed as a PR 
adjunct to your medical practice. TO ALL MY PATIENTS is just 
one of several public relations pieces recently developed by 
AMA to help you and your patients achieve that mutual under- 
standing so important to a successful doctor-patient relation- 
ship. This attractive 12-page pamphlet—which was mailed to all 
AMA members—briefly describes the responsibilities of various 
persons on the medical team . . . discusses medical and hospital 
fees and health insurance . . . and encourages a friendly discus- 
sion of medical services and fees. 


TO PATIENTS 


TO ALL MY PATIENTS begins: ‘‘I appreciate the confidence you 
have expressed in me by selecting me as your physician. I sin- 
cerely hope that I can give you and your family the kind of 
medical service you desire. . .”’ 


TO ALL MY PATIENTS concludes: “‘It is difficult for a physician 
briefly to explain every service necessary in providing good care 
because each case is different. I sincerely hope this leaflet 
a companion PR aid will give you a better understanding of some of the services 
you may require. . .”’ 


TO ALL MY PATIENTS plaque for display in the 
office or reception room . . . encourages patients to 


For that added personal touch, space has been provided on the 
back cover for you to imprint or stamp your name. Quantities 
of TO ALL MY PATIENTS may be secured free of charge from the 
American Medical Association by sending in the coupon below. 


ask questions about medical services or fees . . . 
available from AMA for one dollar postpaid. 
Send in the coupon today! 


Public Relations Department 
AMERICAN MEDICAL ASSOCIATION 
‘ 535 North Dearborn Street +« Chicago 10, Illinois 


Send me TO ALL MY PATIENTS pamphlets 


ORDER» 
membership » Also send__office plaques at $1.00 each 
service 


NAME 


(please print) 


ADDRESS. 
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APPARATUS, ETC., FOR SALE 
1958 HEMOGLOBINOMETER (DARE) 


No. 26, wall mount, 
2-link arm 


NO HEMOLYSIS ® NO DILUTIONS @ NO REAGENTS | 
NO WAITING Moxima-Minima Fields insure Mini 
mum error. THE RIEKER INSTRUMENT CO., Phila. 30, Po 


EAR, NOSE & THROAT EQUIPMENT INSTRI No. 27C, ceiling mount, 


pantograph arm 


PROFESSIONAL | No. 27, wall mount, 
PRINTING COMPANY, INC. 


pantograph arm 
NEW HYDE PARK, WN. Y. 


(also as No. 27F, floormount) 


K OF USED-RECONDITIONED AND 
iuipment in America al? makes and | 
dingnomlc and therapy walls; delivered: ta, | A new light... 
Inc 2 New k e 
iv, New a for better surface examination 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for physician, hospital, or laboratories 
Harry Weils, 400 E. 59th St., New York 22, New York. Q 


This light is for the specialist or work easier, and reduces eye-strain 
FOR RENT practitioner who needs light for critical and resulting fatigue. 

FOR RENT ion meson NEW JERSEY; NEW OF. | wide-angle surface examination or To fit your individual need for 
th in modern medica vuilding ; suburban community 
exenilont Guortanity for specialty er general practic: shallow cavity surgery. maneuverability, the light is available 

BA: Designed for the specialist, the for mounting on ceiling, wall, or floor 

CALIFORNIA-—-ARCADIA AREA; ONE SUITE LEFT | 
in in dern medical, building other suites pccupied by Castle No. 26 (and 27) Light meets . . . and with pantograph arm or 

from busy clinic and emergency hompitel: ill | your need for low intensity illumina- 2-jointed link. You get light where you 
City T | tion over a large area. Want it as Casy as pointing your finger. 

ARCHITE( Tt RALLY DESIGNED MEDICAL St ITES By using divergent light rays, this Don’t wait. See how Castle’s new 
plant. d patio 1 features; at ble pa k ng; | illumination is made glareless, shadow- 26 and 27 Light can make your work 

Owner, L. A Avenue, Anaheim free. Near-perfect color correction easier and much more pleasant. Phone 
LABORATORY FOR SALE makes tissues appear as near true your Castle dealer for a demonstration 

POMPANO BEACH OPPORTUNITY TO PURCHASE | color as possible. This makes your . +. or write for free catalog to: 
fully equipped J mressive clinical laboratory in tie | 
cal building ast growing town; excellent potentia | 

5344 V, % AMA 


PUBLISHERS AND PRINTERS 


LIGHTS AND STERILIZERS 
WILMOT CASTLE CO. © 1822 E. HENRIETTA RD. * ROCHESTER, N. Y. 


MAKERS OF --- THE PALMS.--- 
FINE COSMETICS Competent Ethical Services For 


PROFESSIONAL PRINTING COMPANY, INC Quality of Ingredients and Suitability of Selections - “ 
NEW MYOE PARK, MH. T are two factors underlying the preparation of Cos- OBSTETRICIAN ON DUTY 


‘ nee nfidential 
metics by Luzier. If you have any cosmetic prob- mates ie able rm Af Desired 
lems our sales organization will be happy to serve Adoptio ronal e Court 
you. WRITE ‘OR PHONE 


6900 V N Biva Ste 2. Vv Nuys. Calif. 
LUZIER’S, Inc. ° Kansas City, Mo. 


SAVE on 


PROFESSIONAL STATIONERY 
AND RECORD SUPPLIES 


WRITE FOR 


PROFESSIONAL PRINTING CO., INC ‘THU 
‘ NEW HYDE PARK, N. Y. WN 


MEDICAL WRITING 


LETTERHEADS 


| 


PROFESSIONAL MEDICAL WRITING SERVICES ENVELOPES e 
papers, theses, books, reviews, abstracts. Blue neil, BILLHEADS 8 7» 
Grand Central Station, New York 17, New STATEMENTS 4 


APPOINTMENT and 
PROFESSIONAL CARDS 
Accurate, clean-cut letterpress 
work on highest quality materials. 
Satisfaction guaranteed 


CLINIC FOR SALE 


FOR SALE—OCCUPIED PROFESSIONAL BUILDING; 
four suites, dentist, optometrist; two physicians; lab- 
oratory, X-ray; corner lot; 25,000 square feet; building 
4,000 square feet; paved off street parking; rapidly 


TRADE MARK 


growing coastal community no agents Write San at Cc LWELL PUBLI s H I N G Cc oO. 
Recommend Thum—At All Drug Stores 236 UNIVERSITY AVE.. CHAMPAIGN, ILLINOIS 


HISTACOUNT, | 
Files and 
IVS | 
| 
HISTACOUNT, 
PATIENTS’ RECORDS AND FILES 
ISTACOUN 
| 
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WITH AUTHORS 


AND SUBJECTS... 


Divided into sections, one devoted to books and the 

other to periodical literature, the QUARTERLY 

| Index Medicus re dee CUMULATIVE INDEX MEDICUS contains, in its 
major part, a compilation of periodical references by 

oy = author and subject arranged in one alphabet for easy 
use. The exact bibliographic reference is given under 
the author with the title in the original language, 
e ? while titles under subject headings are all in English. 
Another volume is now available The index also includes a listing of journals, addresses 

and publishers. 


The QUARTERLY CUMULATIVE INDEX MEDI.- 

YOUR CUS appears twice a year; volumes are cloth bound 
and cover periodicals received within the six months 

GUIDE TO indicated. These volumes are a convenient and inclu- 
CURRENT sive reference for current medical literature. Invalu- 
able for practitioners, specialists, teachers, editors, 


PUBLICATIONS writers, investigators, students and libraries. 


SUBSCRIPTION PRICE: 
$25 a Year AMERICAN MEDICAL ASSOC 
$27 a Year 535 NORTH DEARBO 
Domestic, $15; Canadian and Foreign, $16 


“Martha, this is that cute .. . er, 1 mean ACUTE 


“Better break it to him gradually. Tell him first how the birds appendicitis case I was telling you about.” 


and the bees sometimes have triplets.” 
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discontinuous film 
protects without occlusion 


Discontinuous film formed by 
Johnson’s Baby Lotion permits 
acceptance of water from underlying 
tissues and escape of water to the 
énvironment as well as normal 
respiratory function. 


Contains hexachlorophene, 0.5 per cent. 
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simple... speedy... effective 


CLYSMATHANE 


Disposable Rectal Unit 


For the alleviation of symptoms 
in bronchial asthma and the 
acute episodes of heart failure, 
CLYSMATHANE (Fleet) supplies 
prompt therapeutically adequate 
blood levels of theophylline. (|) 

Even after repeated dosage 
CLYSMATHANE (Fleet) minimizes 
the side effects often associated 
with oral or parenteral theophyl- 
line administration. The plastic | 
squeeze bottle (with attached, 
pre-lubricated, non-traumatic 
rectal tube) is designed for self- 
administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before re- 
tiring or as directed. Available on pre- 
scription at professional pharmacies. 
Composition: monoetha- 
nolamine (Theami leet) 0.625 Gm. 
aqua 37.0 ml. in rectal dispenser. Units 


packed in individual cartons, manu- 
facturer’s label readily removable. 


REFERENCE: (1) Ridolfo, A. S. & Kohlistaedt, 
K. G., “A simplified method for the rectal in- 
stillation of theophylline’’—to be published. 
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No. 288 


A very handy assort- 
ment of thirteen often 
used finger splints. All 
aluminum, transparent 
to X-Ray. Conveniently 
packaged. Be prepared 
for emergencies. Order 
now! $4.30 per box. 


MANUFACTURING CO., INC. 


SAW, INDIANA 


Lynchburg, Virginia 
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But they give you the 


strength any patient needs— 


and all these extras, too: 


Bandage | Bandage, 
B c 


Waterproof package | YES NO YES 


(prevents presetting) 


Setting time controlled | 
within 20 seconds | YES | NO NO 


Available in both fast YES YES NO 


and extra-fast setting 


Plaster loss less than 
3% 


Nonravelling edges 


Available i lors f 
ein colors for) | YES 


PLASTER BANDAGES 


Colors are washable 
igments (not dyes). 
on’t stain fabrics. YES NO 


No gloves needed. 


GIVE KIDS MEMBERSHIPS 
IN THE CURITY HERO CLUB 


Youngsters’ spirits rise when you 
make ‘em members of the Curity 
Hero Club. (And you get better 
co-operation.) Hero’s badges and 
certificates of membership packed 
inside every box of Ostic in Colors. 


Curity 
OSTIC 


PLASTER BANDAGES 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 


won't give you casts this 


| 


NEUTRALIZES PENICILLIN 


(Penicillinase Injectable,* SchenLabs) 


NEUTRAPEN 


THE FIRST SPECIFIC FOR PENICILLIN REACTIONS 


- acts within an hour, lasts up to a week’? 

+ one injection sufficient in 80% of cases* 

itching abates promptly® 

- 97% of reactions clear in 12 to 96 hours** 

+ well tolerated’: 

+ may be lifesaving in certain anaphylactic reaction cases*’*+ 


*“For this reason, and from these studies, penicillinase 
[NeuTRAPEN] should be kept on hand in every doctor’s office 
or hospital where penicillin is administered.” 


The new purified injectable penicillinase, NEUTRAPEN, 
aborts penicillin reactions. An enzyme, it catalyzes the 
hydrolysis of penicillin to penicilloic acid, which is 
nonallergenic. Current therapy—antihistamines, ACTH 
or steroids—treats effects. NEUTRAPEN counteracts the 
cause by neutralizing the penicillin itself, offering a 
new concept of treatment that promises safer penicillin 
therapy. 


penicillin levels at zero 4 to 7 days’? The action of 
NEUTRAPEN is specific, rapid and long-lasting. It inacti- 
vates circulating penicillin within an hour after injec- 
tion, and continues effective for four to seven days.'” 


“highly effective”® Neurraren effected prompt and com- 
plete clearing of reactions in 45 of 52 cases reported by 
Zimmerman.’ Given in the first month, one injection 
of NeuTRAPEN cleared the reaction in 12 to 96 hours in 
97% of cases. Becker*> noted complete clearing of 
urticaria and angioedema within 24 to 72 hours in 42 
of his 46 patients. The absence of relapses was termed 
“a major clinical achievement....”* Minno and Davis® 
reported “... prompt relief of itching...in nearly every 
case...” and complete clearing in all 42 cases. 


well tolerated’ Clinically, NeuTRAPEN has been shown 
to be well tolerated when used intramuscularly® and 
pharmacologically “... virtually non-toxic, even at dose 
levels several hundred times the minimum effective 
dose.””? 


t+may be lifesaving NeurraPeNn may be lifesaving in ana- 
phylactic reactions that occur an hour to several hours 
after injection of penicillin.*> In such cases it “...may 
be given intravenously as well as intramuscularly.”** 
For this reason, Becker says, “*... penicillinase 


NEUTRAPEN® IS A REGISTERED TRADEMARK OF SCHENLABS PHARMACEUTICALS, INC. 
“PATENTS PENDING. 


[NeutRAPEN] should be kept on hand in every doctor’s 
office or hospital where penicillin is administered.”* 


indications 

Therapeutic: NEUTRAPEN is indicated in all cases of 
penicillin reaction except the immediate type of 
anaphylactic reaction. 


Prophylactic: When drugs and vaccines (notably 
poliomyelitis vaccine) which contain small amounts of 
penicillin are given, it is recommended that NEUTRAPEN 
be administered concurrently to those patients (1) who 
are known to be sensitive to penicillin, and (2) who 
have a history of allergy. 


Differential Diagnosis: In summarizing his experi- 
ences with NEUTRAPEN, Zimmerman suggests that its 
“...response may be considered a useful tool in the 
differential diagnosis of eruptions where penicillin is 
only one of several possible inciting allergens.” 


dosage and administration NeurraPen, 800,000 units I. M., 
injected as soon as possible after symptoms of penicil- 
lin reaction appear. If necessary, dosage may be 
repeated at 3-day to 4-day intervals. In anaphylactic 
reactions 800,000 units should be given intravenously 
as soon as possible and immediately followed by 800,000 
units intramuscularly. 


contraindications and side effects No specific contraindica- 
tions. Some soreness at the site of injection, which may 
be accompanied by erythema and local edema, may be 
noted in some patients, but it is transient and not seri- 
ous, The intravenous use of penicillinase has been 
reported to cause chills and fever in some cases, 


supplied NeuTRAPEN is supplied in single-dose vials con- 
taining 800,000 units of purified injectable penicil- 
linase as lyophilized powder. It is stable at room 
temperature in the dry state. 


references (1) Becker, R. M.: New England J. Med. 254:952, 1956. 
(2) Chen, J. Y. P.; Bard, J. W., and Balsito, A. A.: Antibiotics Sympo- 
sium, Oct. 3, 1957, in press. (3) Zimmerman, M. C.: Antibiotics Sym- 
posium, Oct. 3, 1957, in press. (4) Becker, R. M.: 106th Ann. Meet., 
A.M.A., New York, N. Y., June 5, 1957. (5) Becker, R. M.: Antibiotics 
* Symposium, Oct. 3, 1957, in press. (6) Minno, A. M., and Davis, G. M.: 
J.A.M.A. 165:222, 1957. (7) Davis, G. M.: Discussion, Antibiotics Sym- 
posium, Oct. 3, 1957. (8) Zimmerman, M. C.: The Prophylaxis and Treat- 
ment of Penicillin Reactions with Penicillinase, Clin. Med., in press. 


Schehlabs 


SCHENLABS PHARMACEUTICALS, INC. 
NEW YORK 1, W. Y. 


3 
4 
.| 
| 
is 
. 
4 
| 
AN 
2 
| 
AN 


“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate.#® “Meprotabs” are pleasant tasting, and easy to 
swallow.® In this new form, the nature of medication is not iden- 
tifiable by the patient.# “Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. = Usual 


dosage: One or two tablets t.i.d. “VI 99 
eprotabs 


® 
Ww} WALLACE LABORATORIES, New Bru nswick, N. J. 2-methyl-2--propyl-1, 3-propanedio! dicarbamate) 


Deep-dyed worriers often create their own ills... and sometimes get 
peptic ulcer or hyperacidity in the bargain! That’s where Mucotin 
comes in—with fast, lasting relief. Mucotin contains histamine-free 
natural gastric mucin that forms a protective coat on ulcerated, 

eroded or inflamed areas, locks Mucotin’s antacid ingredients against 
irritated mucosa for as long as two hours, promotes natural healing 
processes. And does this with no acid rebound or systemic alkalosis. 


Tablet ingredients: natural gastric mucin, 0.16 Gm., 
aluminum hydroxide gel, 0.25 Gm., and magnesium trisilicate, 0.45 Gm. 


Nepera Laboratories, Morris Plains, N. J. 


MUCOTIN’ 


for peptic ulcer and hyperacidity 
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hits the disease, but spares the patient 


Upjohn 


: The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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“Doctor,” said the worried patient, “I’ve got to do 
something about my snoring! It’s getting so loud 
I'm beginning to wake myself.” 

“Well, that’s easily remedied,” answered the 
medic. “Just sleep in another room.” 

The two men were happily completing plans for 
their hunting trip. 

“Tll bring the guns and blankets,” said one. “You 
bring the provisions.” 

The next morning they met at their appointed 
spot. The first hunter was laden down with guns, 
shells, sleeping bags, etc. The second was carrying 
two loaves of bread and two cases of whiskey. 

“For Pete’s sake,” cried the first hunter, aghast. 
“Are you crazy? What on earth are we going to do 
with all that bread?” 

Kermit Schafer the television announcer tells 
about another announcer who wound up a recent 
Yuletide show with, “And now, we conclude our 
program of Christmas carols with the entire chorus 
singing O Come All Ye Faithful by Adeste Fideles.” 

A customer came into the sporting goods shop 
and asked the clerk if he had any elephant car- 
tridges. 

“Yes, sir. How many?” 

“Oh, about a thousand.” 

“A thousand?” exclaimed the surprised clerk. 
“May I ask why you wish so many?” 

“Because,” snapped the man, “I hate elephants!” 

e 

Doctor to members of the draft board, after com- 
pleting his examination of a new draftee: “On the 
other hand, gentlemen, he is not in fit shape to be 
a civilian, either.” 

Jackie Gleason, on a recent show, told about the 
papa bear who came into the dining room, looked at 
his empty bow] and roared, “Somebody’s eaten up 
all my porridge!” 

The baby bear looked at his bowl. 

“Somebody’s eaten up all my porridge, too!” he 
wailed. 

“Oh, don’t be so silly, you two,” growled mama 
bear from the kitchen. “I haven't even started cook- 
ing it yet!” 


by E. K. H. 


Tennessee Ernie tells about two little calves who 
scampered to a mother cow standing in the field. 
“Ma,” shouted one, “can Jimmy stay for lunch?” 

A story came to our ears the other day about a 
WAC stationed in Germany who went strolling 
through the woods one spring day and, coming 
upon a placid lake, decided to take a dip. Placing 
her clothes on the ground, she breathed a happy 
sigh and plunged in. 

A short while later, refreshed and at peace with 
the world, the WAC started for her clothes when 
she spied a male officer in the distance coming 
toward her. Grabbing her clothes in her hand she 
made a dash for the nearest tree and hid behind 
it. With bated breath she waited for the officer to 
pass by, but he suddenly halted. 

“Camouflage Company No. 6,” he called out 
briskly, “dis-missed!” 

With that, every tree in the forest marched off. 


“I have everything Grace Peeble has—only worse!” 
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when you encounter 


e respiratory infections 

gastrointestinal - 
infections 

genitourinary 

infections 


e miscellaneous 
infections 


for all 


tetracycline-amenable infections, 


prescribe 
pharmacodynamically superior 


Squibb Tetracycline Phosphate Complex 


SQUIBB 


Squibb Quality— 
the Priceless Ingredient 


YCIN 


In your patients, SUMYCIN produces: 


1. Superior initial tetracycline blood levels—faster and higher 
than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


2. High degree of freedom from annoying or therapy-inter- 
rupting side effects. 


Tetracycline phosphate 
complex equiv. to 


Supply: tetracycline HCl (mg.) Packaging: 
Sumycin Capsules (per Capsule) 250 Bottles of 16 and 100 
Sumycin Suspension (per 5 cc.) 125 2 oz. bottles 
Sumycin Pediatric Drops 100 10 cc. dropper bottles 


(per cc.—20 drops) 


*SUMYCIN® 13 A SQUIBB TRADEMARK 
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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive*"° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, F: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway,’W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 
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IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


CHLOROMYCETIN 88% 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


ANTIBIOTIC C 56% 


0 20 40 60 80 100 


*Adapted from Ditmore and Lind.’ Organisms tested were isolated from stools of 48 patients. 
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NEW .. - from Wyeth 


TIMED-RELEASE 


PENICILLINEMIA WITH ONE TABLET 


*Bactericidal concentration for Group A beta-hemolytic streptococci-experimental infections 
in mice (Eagle, H., and others: Am. J. Med. 9:280 [Sept.] 1950). 


Wyeth 


® 
Philade!phia 1, Pa. 


on 


This advertisement con- 
forms to the Code for 
Advertising of the — 
cians’ Council for infor- 
mation on Child Health. 
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ORAL PENICILLIN 


Penicillin V, Crystalline, Wyeth LONG-ACTING 
(Phenoxymethy! Penicillin) 


WITH ONE TABLET q. 8 HOURS 


@ permits fewer doses a new continuous- 
action principle 
2-layer tablet 


@ gives immediate blood levels 


e hog blood levels with The penicillin V in this half is 
one tablet q. 8 hours rapidly released and absorbed— ~~. __ 
gives immediate blood levels rS 
@ resists gastric destruction The penicillin Vin this halfis slowly .. 
Supplied: Tablets, 250 mg. (400,000 released and absorbed—gives <= 


units), vials of 24. protracted blood levels 
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“Frank! We really missed you!” 


You recall Frank... just a while ago suspicious 

and resentful of his associates . . . convinced they were all 
against him. Gradually he became trigger-sensitive 

to criticism, incensed over his wife’s supposed infidelity, 
full of hypochondriacal complaints and fears. 
Because of this alarming personality change, 
Pacatal was instituted: 25 mg. t.i.d. 

Pacatal therapy saved this executive from 
an imminent breakdown. 


For patients on the brink 
of serious psychoses, Pacatal provides 
more than tranquilization. Pacatal has 
a “normalizing” action; i.e., patients 
think and respond emotionally in a more 
normal manner. To the self-absorbed 
patient, Pacatal restores the warmth of human 
fellowship . . . brings order and clarity to 
muddled thoughts . . . helps querulous older people 
return to the circle of family and friends. 


Pacatal, in contrast to certain phenothiazine 

compounds and other tranquilizers, does not ‘‘flatten”’ 

the patient. Rather, he remains alert and more responsive 
to your counselling. But, like all phenothiazines, Pacatal 
should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than some of the earlier 
drugs; its major benefits far outweigh occasional transitory 
reactions. Complete dosage instructions (available 

on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


back from the brink with 


Pacatal 


Brand of mepazine 


WARNER - CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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just one 


but continuous 
antiallergic action 


The new and unique long-acting principle 
of the Pyribenzamine Lontab offers con- 
tinuous antiallergic action, sustained as long 
as 12 hours. 

Just one Lontab in the morning and one 


P Y R | B E N rd A M | N Fe in the evening provide day-long plus night- 


long protection against attacks of sneezing, 


c> J — nasal congestion and tearing in hay fever— 


as well as symptoms of other allergies. 


relieves your allergic patient all day or all night 
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CIBA 


SUMMIT, N. 


Pyribenzamine Lontabs, 100 mg. (light blu) PYRIBENZAMINE® hydrochloride 


(tripelennamine hydrochioride CiBA) 


LONTABS® (long-acting 
tablets CIBA) 
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not repeat action 
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AN INDISCRIMINATE 
f ° KILLER, TOUCHING 
CAT LACASEC THE YOUNG OR OLD 
The “’well-informed’’ patient can help you, by helping himself. For reliable information 
on this subject, have your patients read: 
A collection of Hygeia articles: The War Against Heart Diseases Still Rages, Hearts in the 
HEALTHY HEARTS Breaking, Preventing Heart Attacks, Heart Diseases of Middle Life. 20 pages, 20 cents 
STROKE In relation to overweight, hardening of the arteries, high blood pressure, blood clots, 
diabetes. by William W. Bolton, 8 pages, 15 cents : 
HEART ATTACK Covering types of attacks, symptoms, relief and heart diseases. by Walter Modell, 


12 pages, 15 cents 


A KITCHEN FOR THE Designed for the cardiac housewife, but the work-saving ideas can be applied in any 
“TAKE-IT-EASY” COOK kitchen. Illustrated. by Anna May Wilson, 16 pages, 20 cents 


Write to: ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET * CHICAGO 10 ¢ ILLINOIS 
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SPECIALUCS 
SHOTS 


lopr 


“I don’t see why you didn’t go to the doctor years ago 
if you were that hard of hearing.” 
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NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 


a the shores of Lake Michigan 
Care WINNETKA, ILLINOIS 
treatment 
of emotional 


disorders 


CHEER UP YOUR WAITING ROOM 
» WITH PICTURE WINDOW COVERS 
FOR ALL YOUR MAGAZINES 


HEAVY CLEAR VINYL FRONT COVER 8” | $2.75 ea. 
3.00 ea. 
RIGID BACKBONE & FLEXIBLE BACK 10%” 3.30 ea. 
11y” 3.60 ea. 
COVER IN RED OR BLUE VINYL 12” 3.90 ea. 
13” 4.40 ea. 
Metal rod for QUICK insertion 14” 4.80 ec. 
Send Check or 
Money Order to SHELTON DAVIS co., INC, 


Money back guarantee 


1424 K St., N.W., Wash. 5, D.C. 


+> The Willows Maternity 
Sanitarium, Inc. 


Since 1905 

« Competent, ethical services for expectant moth- 
ers, spacious recreation grounds. Patients ac- 
cepted any time. Early entrance advised. Adop- 
. tions through Juvenile Court. Rates reasonable 
= and adapted to a" s needs. Complete Medi- 
cal Staff. Address 


MRS. DON D. HAWORTH, Suot. 
Kansas City 8, Mo. Tel. Westport 1-2104 


2927 Main St., 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community. 


American Medical Association, 535 Herth Dearborn St., Chicago 10 


. SIMPLIFY BLOOD CELL COUNTING 
MARBEL BLOOD CELL CALCULATOR 


© Always Accurate © Faster Count © Easy to Operate 
= 
Myelocytes. Cour 
remo 


omputations. Five keys for five fingers of either hand 
ys for the Schilling Hemogram: Stabs, Juveniles, and 
t, add and calculate to 100 in one minute without 
ng eyes from microscope. Price $75.00, black finish. 


THE MARBEL BLOOD CALCULATOR CO. 
30 W. WASHINGTON ST., CHICAGO 2, ILL. 


CHIEF ADMINISTRATOR’S 


Position now open 
HAMILTON GENERAL HOSPITALS 


The situation requires a person with a thorough experience 
in large-scale Hospital operation, preferably with a Medical 
degree and a degree in Hospital Administration. The Hamil- 
ton General is a 1,200 bed Hospital with plans for early ex- 
pansion. It is one of the largest in Canada—civic owned— 
staffed and equipped for every phase of modern hospital work. 


For the person who can qualify this is a most attractive and 
challenging opportunity in every respect. Salary open. Appli- 
cations should state qualifications, experience, age, salary ex- 
pectations, when interview can be arranged—and include 
photograph. All applications will be treated in strict confidence 
and should be addressed to: 


George F. Clark, 

Chairman, Board of Governors, 
Hamilton General Hospitals, 
Hamilton, Ontario, Canada. 


BELLEVUE PLACE 
for 
Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 


Nervous and 


1520 


one of baby’s 

Jirst solid foods 

is tasty Junket’ rennet- 
custard...supplies all the 
nutrients of milk and is 
more readily assimilable. 


RENNET POWDER 


makes fresh milk into 


rennet-custards 
—7 tempting flavors 


“JUNKET” Reg. U.S. Pat. Off. for Rennet 
and other Food Products mfd. by Chr. Hansen's Lab. Ina. 


Vol. 166, No. 12 141 
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in angina pectoris 
new 


Peritrate® win Nitroglycerin 


BRAND OF PENTAERYTHRITOL TETRANITRATE 
A long-acting emergency tablet for “stress days” 


to relieve the acute attack and sustain coronary vasodilatation 


Peritrate with Nitroglycerin (an uncoated, sublingual tablet which 
disintegrates immediately) contains 1/200 gr. nitroglycerin plus 10 mg. 
Peritrate. It provides immediate relief of anginal pain with hours of 
sustained coronary vasodilatation. Dosage: 1 tablet sublingually as needed. 
WARNER-CHILCOTT 


be 
~ 
CRE 
pe 


Neocurtasal 


AN EXCELLENT SALT REPLACEMENT 


for 
-Fhee (Low Sodium) 


Contains potassium chloride, potassium 
glutamate, glutamic acid, calcium sili- LOOKS 
cate, potassium iodide (0.01%). 


POURS 
2 oz. shakers and 8 oz. bottles 


Sold Only Through Drugstores. USED ) 


Assures 
patient cooperation 


Neocurtasal, trademark reg. U.S. Pat. Off. 


Sodium \ 
Restriction 
Congestiv 
_ Heart Failure \ ( ba 
Hypertension 
Cirrhosi 
ay, 
OQ 
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They taste delicious . . . dissolve readily in the mouth 


Tri-Vi-Sol® / Poly-Vi-Sol* Deca-Vi-Sol* 
3 basic vitamins 6 essential vitamins 10 significant vitamins 
drops. tablets drops tablets drops tablets 


When you prescribe Tri-Vi-Sol, Poly-Vi-Sol or Deca-Vi-Sol be sure to specify 
form: drops or tablets. The ‘Vi-Sol’ tablets give you a new appealing dosage 
form for vitamin protection of children. Grownups will like them, too. 


Mead Johnson 


Symbol of service in medicine 


Tri-Vi-Sol—vitamins A, D and C; Poly-Vi-Sol—vitamins A, D, C, B:, Bz and niacin; Deca-Vi-Sol—vitamins A, D, C, B;, Bz, niacin, pyridoxine, pantt 1, Biz, and 


now ...in soluble tablets, too! 
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